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Abstract 
An experiment was conducted to investigate three different treatment 
strategies in the rehabilitation of coronary artery bypass graft (CABG) 
patients. Fifteen CABG patients were randomly assigned to one of three 
training groups: an outpatient cardiac rehabilitation exercise group 
(which met three times per week for three months); a second group which 
participated in weekly stress management training for seven weeks in 
addition to the cardiac rehabilitation exercise sessions; and a third 
group which participated in a weekly discussion on social support in 
addition to the exercise sessions. The groups were compared (pre- and 
post training) on the following physiological dependent measures: 
systolic and diastolic blood pressure, mean heart rate, cholesterol, 
triglycerides, high density lipoproteins, and the cholesterol/high 
density lipoprotein ratio. Psychological self-report measures included: 
the Beck Depression Inventory, the Spielberger State/Trait Anxiety Index, 
the Jenkins Activity Survey, and the Hassles and Uplifts Questionnaire. 
The Structured Interview was given to each patient prior to training 
only. It was predicted that the group trained in stress management and 
exercise would show the most positive changes on physiological and 
psychological dependent measures compared to the other two groups. The 
results indicated no significant pre/post differences on any of the 
variables for any of the groups. Thus, the additional components of 
stress management training and the social support discussion group did 
not appear to effect more positive change in those patients compared to 
those who participated in exercise only. Findings may have been influ-
enced by several factors including a small N in each group and large 
within group variability. Suggestions for future research are discussed. 
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A Comparison of Cardiac Rehabilitation, 
Social Support and Stress Management Training 
in Coronary Artery Bypass Graft Patients 
Coronary artery disease (CAD) has increased dramatically since the 
beginning of the 20th century. Six hundred to seven hundred thousand 
people die each year from this condition, making it the major cause of 
death in the United States today. However, in the early part of the 
century, deaths due to coronary artery disease were not as numerous, and 
germ related diseases such as influenza, tuberculosis, and pneumonia 
were the leading causes of death. Today, however, many of these 
diseases have been controlled with vaccines and medications (Danskin & 
Crow, 1981). 
Coronary artery disease is influenced by several factors, a number 
of which are behavioral. The behavioral variables include (but are not 
limited to): lack of exercise, poor dietary habits, poor stress manage-
ment skills, among others (Farquhar, 1978). In fact, the pattern of 
behaviors including a sense of time urgency, constant aggravation, 
hostility, and frequent feelings of anger, known as Type A behavior, is 
a very important predictor variable in coronary heart disease (Hartman, 
1978). 
Thus, in considering the treatment/rehabilitation of coronary 
artery disease patients, it is important to incorporate techniques that 
facilitate behavioral and lifestyle changes. The purpose of this thesis 
is to review the basic disease process itself and current treatments for 
coronary artery disease and, most importantly, to evaluate three kinds 
of treatment groups for coronary artery bypass graft patients. First is 
a review of the disease process, factors influencing CAD, and some of 
the current treatments. 
Atherosclerosis 
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Fishman (1981) has described the process of atherosclerosis as the 
most common cause of coronary heart disease, aortic aneurysm, stroke, 
and peripheral vascular disease. The process that culminates in 
atherosclerosis is called atherogenesis. Early on in the process of 
atherogenesis, the inner layer of an affected artery is thickened with 
deposits of fat, in particular cholesterol. There is also an increase 
in the number of cells in the intima, the innermost layer of the artery. 
Some arteries are affected more than others probably because of local 
differences in blood pressure and blood flow. As the deposits of fats 
and cholesterol increase, a reaction to their presence culminates in 
thickened and scarred plaques. The plaques project into the open area 
(the lumen) of the affected artery. This hampers blood flow and pre-
disposes the artery to the formation of a blood clot (or thrombus) which 
cuts off the blood flow. The abnormal vessel wall may not produce any 
clinical symptoms for a long time but, in time, may suddenly manifest a 
heart attack, a stroke or sudden death. 
Standard Risk Factors 
Many risk factors have been associated with the increased likeli-
hood of coronary heart disease (CHD). Hartman (1978) lists ten standard 
risk factors: 1) elevated serum cholesterol, 2) hypertension (above 
160/95), 3) cigarette smoking, 4) aging, 5) being male, 6) elevated 
concentrations of serum lipoproteins (including triglycerides), 7) 
diabetes mellitus, 8) genetic factors, 9) obesity, and 10) physical 
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inactivity. Despite the acknowledged role of these standard risk 
factors, their presence predicts only about half of the cardiovascular 
disease from an epidemiological perspective. Many people suffering from 
heart disease do not have the traditional risk factors. 
Type A Risk Factor 
Because the traditional risk factors do not explain the incidence 
of coronary artery disease, other researchers have focused on personality 
style and particular behaviors. Hartman (1978) and Chesney, Eagleston, 
& Rosenman (1981) have been investigating the Type A behavior pattern 
which is associated with increased risk of coronary heart disease. They 
have defined it as a pattern of behaviors characterized by competitive 
drive, constant preoccupation with occupational deadlines, intense 
ambition, and a sense of time urgency . The Type B behavior pattern has 
been defined as the relative absence of Type A behaviors, i .e. the Type 
B person appears less time conscious and more relaxed. 
The epidemiological study of the relationship between Type A 
behavior and CHD was first begun in the Western Collaborative Group 
Study (WCGS) which followed 3500 males for 8 1/2 years . Results from 
this study strongly suggest that the Type A behavior pattern is an 
antecedent to coronary heart disease and is independent of any other 
traditional risk factors. Type A subjects showed twice the rate of 
fatal heart attacks and five times the rate of other coronary events 
than did Type B subjects after the 8 1/2 years of follow-up (Rosenman, 
Brand, Jenkins, Friedman , Strauss & Wurm, 1975). In addition to the 
WCGS study, a relationship between the degree of coronary atherosclerosis 
and Type A behavior pattern has been found at autopsy as well as in 
several angiographic studies (Chesney, Black, Chadwick, & Rosenman, 1981). 
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Assessments of Type A Behavior Pattern - Self-Report 
Jenkins, Zyzanski, & Rosenman (1965) developed a self-report 
questionnaire called the Jenkins Activity Survey (JAS) that assesses 
Type A behavior. The survey was developed from a pool of items from the 
WCGS interviews as well as clinical experience. The JAS, the most 
frequently used self-report questionnaire for Type A behavior, yields a 
composite Type A score and three subscales: hard-driving, speed and 
impatience, and job involvement. The higher the score, the greater the 
Type A behavior. 
Assessments of Type A Behavior Pattern - The Structured Interview 
The major assessment of Type A behavior is the Structured Interview 
(SI). It evolved from the early studies of Rosenman and Friedman (from 
1959-61) who looked at the prevalence of Type A behavior in men and 
women. Based on questions asked of their subjects, a standardized 
interview was written and first administered during the WCGS. Subjects 
are rated Type A or Type B based on the presence or absence of specific 
behaviors (see Appendix A). 
Originally people were assessed using a 5 point scale: 
A-1: Fully developed A pattern 
A-2: Many Type A characteristics present, 
but not complete pattern 
X: Even blend of A and B behaviors 
B-3: Many Type B characteristics, but 
some Type A behavior present 
B-4: Relative lack of Type A behaviors. 
According to Chesney, Black, Chadwick, & Rosenman (1981), the SI 
presents the subj ect with questions about three major factors: (1) 
drive and ambition, (2) competitive and aggressive behaviors, and (3) 
time urgency. The ratings are based not only on the content of the 
subject's responses, but also significant speech, motor, and response 
style characteristics. The interrater reliability in classifying 
subjects has ranged from 0.64 to 0.84. 
Chesney, Eagleston, & Rosenman (1981) described the SI as a chal-
lenging situation that will elicit Type A behavior if indeed that is 
part of the person's behavioral repertoire. The interviewer must be 
specially trained in order to successfully administer a challenging 
interview. Users of the SI are trained at the Stanford Research 
Institute to insure reliability. 
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All assessments for the Type A behavior pattern considered, the 
Structured Interview has been shown to have the best predictive validity 
for coronary heart disease. However, the SI was not designed to assess 
the effectiveness of interventions and thus could not be used as an 
outcome measure. Currently, there are no outcome measures for Type A 
behavior other than CHD status, making it difficult to interpret the 
results of intervention studies. 
Coronary Heart Disease: Review of Treatment 
A variety of treatments have been used to modify the standard and 
nontraditional risk factors of coronary heart disease. The following is 
a review of the literature on cardiac rehabilitation and behavioral 
treatment programs. 
Cardiac rehabilitation 
The effectiveness of physical exercise and conditioning (via 
cardiac rehabilitation) on the heart is a controversial issue. Results 
from animal and human research on the effects of exercise on the heart 
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are mixed. The following is a review of the literature in this area. 
Froelicher, Jensen, Atwood, McKirnan, Berber, Slutsky, Battler, 
Ashburn, & Ross (1980) reviewed some of the animal literature in the 
area of exercise and its effects on the heart. They concluded that 
animal studies have provided strong evidence for changes in the cardiac 
muscle as a result of chronic exercise. 
The effects of exercise in monkeys was investigated by Kramsch, 
Aspen, Abramowitz, Kriemendahl, & Hood (1981). They studied three 
groups of nine randomly assigned young adult male monkeys for 36 months. 
Group 1 was fed a control diet of monkey chow and was kept in their 
cages where they led a sedentary life. Group 2 was fed a control diet 
for the first year and then an isocaloric atherogenic (increasing fat 
and cholesterol content) diet for the second and third years. Group 2's 
activity level was sedentary, like Group 1. Group 3 consumed a control 
diet for 18 months and then an atherogenic diet for the last 24 months. 
The monkeys in Group 3 were physically trained on a treadmill for the 
first 12 months and then maintained that state (through exercise) for 
six more months. Then the treadmill exercise program was reinstated for 
the last 24 months. 
Kramsch noted ischemic electrocardiographic changes, sudden death, 
and angiographic signs of coronary artery narrowing only in the non-
conditioned monkeys. The exercised monkeys showed substantially less 
overall atherosclerosis involvement, lesion size, and accumulation of 
collagen (a protein that helps stick substances together). Exercised 
monkeys also showed much larger hearts and wider coronary arteries. The 
authors concluded that moderate exercise may prevent or retard coronary 
heart disease in primates . 
The effects of exercise for cardiac rehabilitation patients have 
been investigated. Schlesinger and Barzilay (1980) followed 30 post 
myocardial ~nfarction men and assigned them to one of two groups: the 
first group participated in a prolonged integrated rehabilitation 
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program including exercise; the second group did not participate in any 
organized program but were followed by the outpatient clinic. Both 
groups were followed for two years and compared on several physiological 
variables including: submaximal oxygen consumption , systolic time 
intervals, and heart rate responses. The only measure that differen-
tiated the two groups was the submaximal oxygen consumption which was 
significantly lower in the rehabilitation group. That is, rehabilitation 
patients performed more efficiently during submaximal work loads on a 
bike ergometer as compared to the control group . 
Another study showed positive effects of a cardiac rehabilitation 
exercise program. Shaw (1981) reported the results of the collaborative 
efforts of the National Exercise and Heart Disease Project . Six hundred 
fifty-one men with myocardial infarction from five participating centers 
were randomly assigned to the experimental exercise and control groups. 
Both groups were followed for three years. The mortality rate for the 
control group was 7.3% and 4.6% for the exercise group. 
Most of the studies discussed previously have shown positive 
changes in myocardial function and/or blood chemistry and circulation. 
However, other studies have found no significant differences between 
groups of patients who exercised and those who did not (Ferguson, Cote, 
Gauthier & Bourassa (1978); Nolewajka, Kostuk, Rechnitzer & Cunningham 
(1979)) . 
Behavioral Treatments 
Other treatment approaches for coronary heart disease have been 
introduced in recent years and have emphasized changing maladaptive 
behaviors. 
Rahe, Ward, and Hayes (1979) compared brief group therapy to a 
control group in 44 myocardial infarction patients. The main focus of 
the group therapy was patient education in coronary heart disease and 
Type A Behavior Pattern. The 44 patients were followed for four years. 
Group therapy subjects showed significantly less coronary morbidity and 
mortality during follow-up than did the control group . However, the 
groups did not differ significantly with respect to changes in the 
coronary risk factors. Achievements in reduction of cigarette smoking, 
reduction in serum cholesterol and weight loss were modest to none for 
all groups. 
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Return to work (defined as the number of days from discharge from 
the hospital to the 1st day of work) was also measured. There was a 
significantly higher percentage of treatment group patients who returned 
to work than control group patients. The fourth and fifth group therapy 
sessions focused on work stresses and strategies for coping with them. 
These sessions probably helped patients to reduce their fears about 
returning to work. 
The authors concluded that emotional and social support along with 
the modifications of coronary prone or Type A behavior is equally 
important in the prevention of recurrence of MI. To optimally reduce 
its toll of death and disability, a multidisciplined approach to 
coronary heart disease is needed (Rahe et al, 1979). 
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In another study, Suinn (1975) used a combination of Anxiety 
Management Training (AMT) and visuomotor behavior rehearsal in a program 
called Cardiac Stress Management Training (CSMT). AMT was conducted in 
three stages: (a) deep muscle relaxation; (b) arousal of anxiety 
through imagery and identification of physiological cues and engaging in 
relaxation as an alternative response. Subjects practiced behaviors 
prior to trying them out in vivo. 
Suinn had 10 postcoronary patients participate in the Cardiac 
Stress Management Training plus the standard medical management. 
Another 10 postcoronary patients participated in the usual rehabili-
tation and served as the control group. The treatment group, after six 
sessions of CSMT, showed greater reductions in triglycerides and in 
serum cholesterol. No measures of Type A behavior were used initially 
or as an indicator of behavior change. 
In 1978, Suinn and Bloom evaluated CSMT using a nonclinical 
population. The Jenkins Activity Survey (JAS), a self-report measure of 
Type A behavior, was used before and after the six sessions of CSMT. 
Fourteen Type A individuals were randomly assigned to the nontreatment 
control group or to the treatment group. The treatment group showed 
significant reductions on the State and Trait Anxiety Scale (Spielberger, 
Gorsuch, & Lushene, 1970) and on the JAS Speed and Impatience and 
Hard-Driving subscales. However, there were no significant reductions 
in blood pressure nor any in serum lipid levels (Suinn & Bloom, 1978). 
Thus, though there were no physiological changes, patients did report 
feeling less anxious, less impatient, and less hard-driving. 
Roskies, Spevack, Surkis, Cohen & Gilman (1978) compared Type A 
volunteer subjects in two different groups: one group who received 
psychoanalytic psychotherapy and another group who received behavior 
therapy. The 29 subjects wre randomly assigned to either the psycho-
therapy group or the behavior therapy group. The psychoanalytic group 
focused on the need of Type A subjects to control their environment 
(i.e. Type A people typically like to be in charge or in control of 
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their lives). The behavior therapy group was taught progressive muscle 
relaxation exercises, and later, cue-related relaxation and "emergency" 
relaxation procedures (that is, learning to relax in stressful situations). 
In addition, behavior therapy participants were instructed to practice 
the relaxation exercises for 15 minutes twice daily. They also monitored 
their tension levels on a daily basis and were told to use the relaxation 
strategies to decrease the tension to a more comfortable level. 
Both therapies lasted for 14 weeks, and afterwards Roskies and 
colleagues compared the two treatment groups on several outcome measures. 
Both groups showed significant pre-post treatment reductions in serum 
cholesterol levels, mean systolic blood pressure, self-reported time 
pressure, and several self-reported psychological measures. No 
significant differences were found in serum triglycerides or in mean 
diastolic blood pressure. 
The study by Roskies (1978) is difficult to interpret for two 
reasons. First, the study did not include a control group -neither 
placebo nor waiting list, and thus it is hard to explain the similar 
results of the two treatment groups. Secondly, there was no appropriate 
assessment for Type A behavior changes. It is possible that the treat-
ment strategies did effect some improvement by reducing the CHD risk 
associated with the Type A individuals, but the lack of appropriate Type 
A measures makes it difficult to evaluate the efficacy of both approaches. 
Nevertheless, the reductions in serum cholesterol and the self-report 
changes observed suggest that Type A behavior and CHD risk may be 
amenable to modification. 
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The largest stress management study done with cardiac patients thus 
far is the Recurrent Coronary Prevention Project by Friedman, Thoresen, 
Gill, Ulmer, Thompson, Powell, Price, Elek, Robin, Breall, Piaget, 
Dixon, Bourg, Levy, & Tasto (1982). They studied 1035 postinfarction 
patients over a five year period to determine if Type A behavior could 
be altered such that rates of infarction and cardiovascular death might 
decrease. Patients were randomly assigned to 3 groups : a) the first 
group (N=20) of patients who received cardiologic counseling on the 
standard risk factors; b) a second group (N=600) who received 
cardiologic counseling and also received training in how to decrease 
Type A behavior; and c) a third group who received no counseling but 
were interviewed and examined annually. Each person was given the 
Structured Interview, and 98% of the 1035 subjects exhibited moderate to 
severe Type A behavior. 
The second group met on the average twice a week for the first 3 
months, then monthly for 3 months and then every 2 months for the 
remainder of the study. They learned a variety of techniques including 
progressive muscle relaxation, self-monitoring, restructuring the 
environment, modification of attributions and beliefs, and self-
reinforcement, among others. 
At the end of the first year of this 5-year study, the rates of 
infarction were significantly lower for patients who received both the 
behavioral and cardiologic counseling. These patients also showed 
significantly lower rates of nonfatal infarction than did those who 
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received only cardiologic counseling or those who dropped out of either 
counseling group. 
Friedman et al. (1982) suggested that other researchers failed to 
find any proof that Type A behavior is modifiable for two main reasons: 
there were too few subjects and the duration of therapy was too brief. 
Friedman significantly increased the number of subjects (compared to 
other studies) and increased the length of the behavioral treatment 
programs. 
The purpose of the present study was to compare patients in three 
types of treatment groups on a number of physiological and psychological 
variables. The particular dependent measures were chosen because: 1) 
coronary heart disease, having a multifaceted etiology, should thus be 
assessed using a variety of measures; 2) the measures have been used 
frequently in other studies and thus can be more easily compared to them 
and 3) the measures were relatively easy to administer. The physiological 
dependent measures used before and after training included: resting 
systolic and diastolic blood pressure (in mm Hg), resting heart rate (in 
beats/minute), cholesterol level (in mg/dl), triglyceride level (in 
mg/dl), high density lipoprotein (HDL) (in mg/dl), and the ratio of 
cholesterol to HDL cholesterol. The psychological dependent measures 
taken before and after training included: the Beck Depression Inventory 
(Beck, Ward, Mendelson, Mack & Erbaugh, 1961), the Spielberger State 
Trait Anxiety Index (Spielberger, Gorsuch & Lushene, 1970), the Jenkins 
Activity Survey (Jenkins, Zyzanski & Rosenman, 1965), and the Hassles 
and Uplifts Questionnaire (Kanner, Coyne, Shaefer & Lazarus, 1981). The 
Structured Interview (SI) was also used prior to training as an 
alternate assessment of Type A behavior. The SI was not used after 
training since it was not designed as an outcome measure . 
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Based on the findings of Suinn (1975), Suinn & Bloom (1978), and 
Friedman et al . (1982), the following predictions were made: 1) the 
stress management group (SM) would show significantly more improvement 
on the physiological measures compared to the other two groups, and the 
discussion group (SS) would show more improvement than the cardiac 
rehabilitation group (CR); and 2) the stress management group would show 
significantly more improvement on the psychological measures than the 
other 2 groups, and that the discussion group would show more 
psychological improvement than the cardiac rehabilitation group. 
Method 
Subjects . Fifteen male cardiac outpatients who received coronary bypass 
surgery at St. Joseph's Hospital in Stockton, California were selected 
as subjects in the study. Thirteen completed the program. The following 
criteria were used to select patients for the study : (a) received 
coronary artery bypass graft (CABG); (b) males under the age of 65; (c) 
categorized as class one or two with respect to chest pain and/or 
dyspnea using the New York Heart Association's classification schema; 
(d) reached a level of four metabolic equivalents (METS) by stage two of 
the exercise stress test prior to coming to the outpatient cardiac 
rehabilitation program; (e) free of angina; and (f) volunteer to 
participate in the study. A letter describing the criteria for patient 
selection was sent to those physicians whose patients had received a 
CABG since October 1981 . Permission to perform the study with patients 
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from St. Joseph's Hospital was granted by the Research and Publications 
Committee of the hospital. 
Apparatus. Special equipment was used for the outpatient cardiac 
rehabilitation exercise groups. During each session patients worked out 
on the following exercise devices: a Quinton treadmill, a Monark 
stationary bicycle, a Monark Rehabilitation Trainer arm ergometer, a 
Dynarow 100 rowing machine, wall pulleys, and a series of small steps. 
Occasionally, patients substituted a mini-trampoline for the steps. 
In addition, audiocassette tapes, exercise mats, and notebooks were 
used in the stress management group. An AKAI videocassette and AKAI 
monitor were used to show a film in the discussion/social support group. 
Procedure. Prior to participation in the training group, each patient 
was given the Structured Interview and then asked to complete four 
self-report questionnaires: the Hassles and Uplifts scale, the Jenkins 
Activity Survey, the Beck Depression Inventory, and the Spielberger 
State/Trait Anxiety Index. (See Appendices B-G for copies of question-
naires.) Also, the experimenter explained the purpose of the study, 
saying that it was to evaluate different kinds of training to aid 
coronary bypass patients in their rehabilitation. They were then asked 
to sign a document of informed consent to participate in the study (see 
Appendix H). Then, each patient was randomly assigned to one of three 
training groups. 
Training. 
Group one. One group of five patients participated in an 
outpatient cardiac rehabilitation program for one hour sessions three 
times per week for three months. Prior to coming to the cardiac 
rehabilitation program, each patient was referred by his physician. The 
patient was then interviewed by the chief cardiologist and a cardiac 
rehabilitation nurse of the Cardiac Rehabilitation Center at St. 
Joseph's Hospital. During the interview, the patient's history was 
reviewed, particularly with respect to cardiovascular disease. Also, 
the format of the cardiac rehabilitation program was explained in 
detail. 
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A gradual exercise program, according to the American Heart 
Association standards, was initiated at St. Joseph ' s Hospital before the 
coronary bypass surgery patient returned home. The overall exercise 
program was conducted in three stages: (a) Phase 1 - walking exercise -
patient begins walking one to three days past surgery, and increases the 
period of walking by 2 minutes per day. (b) Phase 2 - patient continues 
the walking regimen at home and starts the outpatient cardiac rehabilitation 
program at St. Joseph ' s Hospital or at San Joaquin Cardiac Rehabilitation 
Center. The three month aerobic exercise cardiac rehabilitation program 
was representative of both centers. 
A typical session began with the attachment of electrocardiogram 
electrodes to each patient so that the heart rate could be monitored . A 
resting heart rate and resting blood pressure were taken prior to 
exercise training . 
For approximately ten minutes, patients participated in warm-up 
exercises. These preparatory exercises elevate body temperature, 
increase circulation, and thus augment oxygen delivery to where it is 
needed in muscle tissue. As the temperature of the muscles increases, 
viscosity decreases and the efficiency of the muscle contraction is 
increased . Warm-up exercises also decrease the potential for muscle 
pulls and musculoskeletal injuries (Fardy, Bennett, Reitz & Williams, 
1980). 
After the warm-up exercises, patients went to one of six exercise 
training stations: the treadmill, the stationary bike, the arm 
ergometer, the steps, the mini-trampoline, the rowing machine, and the 
wall pulleys. Patients rotated until they had done all six training 
stations. After each training station, patients took their pulse 
(either radial or carotid) for ten seconds and told the nurse in the 
room. The nurse then confirmed how closely the patient was able to 
match his pulse taking to that of the E.K.G. monitors in the room. 
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After all patients completed the six training stations they formed 
a group again and participated in ten minutes of cool-down exercises. 
Cool down exercises help to slow down vigorous activity gradually so 
that the blood does not pool in the veins of the lower extremities. 
This increases the amount of blood which returns to the heart, and thus 
decreases demand on the myocardium. Increased hypotension, possible 
episodes of dizziness and/or fainting, and decreased blood flow to the 
brain may also result if exercise is stopped too abruptly. Metabolic 
wastes, particularly lactic acid, are removed more efficiently when 
cool-down exercises are incorporated and thus, the incidence of muscle 
soreness will be lessened. The physical activity during the cool-down 
period is low level, and should continue until heart rate and blood 
pressure have returned to approximately resting levels (Fardy et al., 
1980). 
As patients progress in the program, they are typically able to 
exercise for slightly longer periods of time at each training station, 
as well as decrease their pulse rate. 
Phase 3, the final stage of the cardiac rehabilitation program, is 
designed for patients who would like to maintain the level of fitness 
they reached during Phase 2. The major difference between Phase 2 and 
Phase 3 is that patients in Phase 3 are unmonitored. Phase 3 patients 
may also come in less frequently for exercise sessions at the cardiac 
center. 
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Group two . Another group of five patients participated in the 
outpatient cardiac rehabilitation program, but also simultaneously took 
part in seven weekly sessions of stress management training. The 
procedures use in the individual group sessions were based on those of 
Farquhar (1978). 
The stress management group met for one and a half to two hours per 
session , one session per week for seven weeks on Wednesday mornings . 
Each session included an initial didactic introduction of the topic, 
group discussion and review of home work assignment, in vivo practice of 
the skills to be learned during that session and summary and review. 
The patients in this group also participated concurrently in the cardiac 
rehabilitation program at St . Joseph's Hospital . The following is a 
brief description of the agenda for each of the seven sessions (for more 
explicit details of the stress management training, see Appendix G). 
Session one: Introduction of group members . Brief 
description of agendas for coming sessions. Introduction of stress and 
how to identify sources of stress by self monitoring. Explanation of 
psychophysiological diary. 
Session two : Review of last week ' s items, review psycho-
physiological diary. Introduction and practice of progressive muscle 
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relaxation using audiocassette tape (Matheson, 1980). Deliver relaxation 
tape for patients to practice at home. 
Session three: Review the use of progressive muscle 
relaxation. Review psychophysiological diary. Introduce and practice 
two new relaxation techniques: mental relaxation and instant 
relaxation. 
Session four: Review use of relaxation exercises at 
home. Introduce topic on the emotional, physiological, and cognitive 
components of stress reactions. Focus on cognitive components of stress 
reactions. Focus on cognitive aspect: positive and negative self 
statements. Introduce and practice new relaxation technique: the 
letting go method. 
Session five: Review psychophysiological diary and use 
of relaxation techniques. Introduce technique of behavioral rehearsal: 
drill-imagining situation in steps prior to actually engaging in it. 
Session six: Review psychophysiological diary and use of 
behavioral rehearsal drill. Discuss concept of self reward - how it is 
used to maintain gains. Introduce topic of interpersonal stress 
situations common to CABG patients. 
Session seven: Review of diary, use of self reward and 
topic of interpersonal stress. Discuss two techniques to manage 
interpersonal stress: identification of feelings and expression of 
feelings using "I" statements. Roleplays of interpersonal stressful 
situation using the communication skills. Introduce Type A concept and 
its target behaviors. Discuss ways to control Type A behavior. 
Group three. Another group of five patients who participated 
in the cardiac rehabilitation program described above, participated 
concurrently in seven weekly sessions of a discussion group. The focus 
of the discussion group was on the issue of social support and its 
relevance to health. Because group two (stress management group) 
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differed from group one in not only the additional training it received 
but also in the amount of attention, group three was designed to control 
for the attention variable. Group three met for the same amount of time 
in discussion sessions as did group two in its stress management training 
sessions. The discussion group sessions were less structured than the 
stress management sessions, and allowed more time for personal disclosure. 
The experimenter introduced each discussion session with the following 
topics: 
Session one: Introduction of group members. Brief 
description of purpose of group. Discussion of possible topics on how 
to build social network and increase social support . 
Session two: Introduction of two new members. Continued 
adding to list of possible discussion topics on social support. Discussed 
their reactions to surgery (various emotions they had) and how they 
expressed them to family and friends. 
Session three: Discussion focused on friendship - how 
men in general and men in the group developed friendships. What do men 
do with their friends? The nature of self disclosure to friends. What 
qualities they felt they had which made them a good friend. 
Session four: Discussion on changing roles of men and 
how it has affected the quality of their social support network. 
Session five: Film on the 11Sensitivity of Touch11 which 
looked at the physiological, emotional, and social components of human 
touch. Discussion on how group members used touch and how it affects 
social support from others. 
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Session six: Review of the topic 11 touch. 11 Discussion on 
loneliness and the implications for cardiac patients. 
Session seven: Information presented on longevity, 
length and quality of life. Different risk factors which contribute to 
longevity. Discussion on strategies to use to increase longevity. 
During each cardiac rehabilitation session, patients in all groups 
monitored their resting and exercise (treadmill) blood pressure in rom Hg 
as well as their pulse in beats per minute at each training station. In 
addition to filling out the self-report questionnaires prior to any 
training, patients were also asked to have a lab analysis made at the 
same time of their cholesterol, triglyceride, high density lipoproteins, 
and ratio of cholesterol to high density lipoproteins levels. The lab 
analysis was repeated at the end of training as were the self-report 
questionnaires (see Table 1 for a list of dependent measures used in the 
study). 
Results 
Physiological Measures 
Table 2 shows the mean, standard deviation, variance, and N for 
each group for each physiological dependent measure. Results showed no 
statistically significant changes (from pre to post training) either 
within the individual groups or between the groups . A Kruskal-Wallis 
one-way analysis of variance by ranks was performed on all of the 
measures. For each subject, a change score (i.e. posttraining score 
minus pretraining score) was calculated and converted into a z score for 
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each dependent measure . Then each subject ' s z score was ranked 
(compared to the rest of the subjects) for that particular measure (a 
rank of 1 indicated the most improvement; a rank of 2 indicated the next 
best improvement, etc.). Five of the thirteen subjects were not 
assessed on several of the variables due to some practical problems . 
Thus, the Kruskal-Wallis one-way analysis of variance was calculated 
separately for each dependent measure, and the number of subjects for 
each group varied (see Table 2 for a list of the ranks used in the 
Kruskal-Wallis analysis). 
Blood Pressure 
The pretest means (in mm Hg) for blood pressure for the social 
support, stress management, and cardiac rehabilitation groups were 
123.93/77.93, 12S.00/82.60, and 128.60/79.40, respectively. After 
training, the means for the groups were (in the same order) 
119.00/ 73 . 47, 108.00/72.33, and 127.00/76.40, respectively. All of the 
groups showed a decrease in blood pressure. However, the Kruskal-Wallis 
analysis of variance showed no statistically significant changes in 
systolic blood pressure, Hs,3,s0.77 (p > .OS). There were no 
statistically significant changes in diastolic blood pressure as well, 
H = O. S4, p > . OS. 
Heart Rate 
The pretest means for heart rate (in beats/minute) for the social 
support, stress management and cardiac rehabilitation groups were 73.60, 
89 . SO, and 8S.90, respectively. After training, the means for the 
groups were 71.S7, 83.33, and 73 . 40, respectively. All of the groups 
lowered their heart rates, but the Kruskal-Wallis statistic did not 
indicate a significant difference between groups, Hs,3,s3.S3, p > . OS. 
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Cholesterol 
The pretest means of cholesterol (in mg/dl) for the social support 
group, stress management , and cardiac rehabilitation groups were 186.66, 
217.80, 200.80, respectively. With regard to the posttest means, only 
two subjects in the social support group had a second lab test done. 
Thus, the mean for this group is based on an N of 2. The posttest means 
for cholesterol were 195.00, 209.66, and 194.20. The Kruskal-Wallis 
test showed no significant differences in cholesterol after training, 
H2 ,3,5o.62, p > .05. 
Triglycerides 
The pretest means for triglyceride levels (in mg/dl) for the social 
support, stress management, and cardiac rehabilitation groups were 
135.33, 258.80, and 155.00, respectively. The posttest means for the 
groups were 112.00, 192.67, and 122.80. (TheN in the social s upport 
group was equal to 2 at posttest.) Again, the Kruskal-Wallis test 
indicated no significant differences between groups after training 
H2 , 3 , S 0 • 11 , p > • 0 5 • 
High Density Lipoproteins (HDL) 
The pretest means of HDL (in mg/dl) for the social support group, 
stress management, and cardiac rehabilitation groups were 41.00, 40.40, 
and 43.40, respectively. The posttest means were 50.50, 35.33, and 
43.80. The Kruskal-Wallis test showed no significant differences 
between groups after training, H2 , 3, 5o .14, p > • OS. 
Cholesterol/HDL Ratio 
The cholesterol/HDL figure is a ratio between the amount of 
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cholesterol found in the blood (in mg/dl) to the amount of high density 
lipoproteins found in the blood (in mg/dl). If a patient shows a high 
cholesterol count but also a high HDL count, he can still maintain a 
lower than average risk for coronary heart disease. The pretest means 
of the cholesterol/HDL ratios for the social support, stress management, 
and cardiac rehabilitation groups were 4.63, S.62, and 4.88, respectively. 
The posttest means were 3.90, 6.S3, and 4.4S. The Kruskal-Wallis test 
indicated no significant differences between groups after training, 
H2 ,'3,S1.29, p > .OS. 
Psychological Measures 
Table 3 shows the mean, standard deviation, variance, and N for 
each group for each psychological dependent measure (except for the 
Structured Interview). The groups did not differ significantly on any 
of the psychological measures after training. 
Beck Depression Inventory (BDI) 
The Beck Depression Inventory is a 21 item self report questionnaire 
used to assess depression (see Appendix B for copy of questionnaire). 
Scores can range from 0 to 63. The higher the score, the greater the 
depression. 
The pretest means for the Beck Depression Inventory for the social 
support, stress management, and cardiac rehabilitation groups were 8.00, 
11.60, and 4.20, respectively. All of the patients had scores well 
within the normal range. The posttest means for the BDI were 6.00, 
11.33, and 1.SO, respectively. All of the groups lowered their mean 
scores on the BDI, but not significantly, H4,3, 41.80, p >.OS. 
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Spielberger State/Trait Anxiety Index (STAI) 
The Spielberger State Trait Anxiety Index is a 40 item self report 
questionnaire designed to assess an individual's general sense of 
anxiety (trait) as well as his/her anxiety level at a particular moment 
(state) (See Appendices C and D for copies of questionnaires). The 
first 20 questions are concerned with state anxiety, and the last 20 
with trait anxiety. Scores can range from 20 (minimal anxiety) to 80 
(extreme anxiety) for each scale. 
State Anxiety Score 
The pretest means for the state anxiety scores for the social 
support, stress management, and cardiac rehabilitation groups were 
29.00, 32.00, and 24.80, respectively. The posttest scores for the 
state anxiety scale were 31.25, 39.67, and 24.00, respectively. There 
were no significant differences between groups after training, H4,3, 40.25, 
p > .os. 
Trait Anxiety Score 
The pretest means for the trait anxiety scores for the social 
support, stress management, and cardiac rehabilitation groups were 
36.20, 42.60, and 25.60, respectively. The posttest means were 29.80, 
39.00, and 24.75. Though all of the groups lowered their scores, none 
of the groups differed significantly, Hs,3, 42.68, p > .05. 
Jenkins Activity Survey (JAS) 
The Jenkins Activity Survey is a 52 item self report questionnaire 
designed to assess Type A behavior (see Appendix E for copy of question-
naire). It provides four separate scores, and each is derived from a 
discriminant function analysis. The scales include: the Type A scale, 
the Speed and Impatience scale, the Job Involvement scale, and the 
Hard-Driving and Competitive scale. All JAS figures represent 
percentile scores, i.e. the percentage of people who scored below the 
subject's score. Scores, then, may range from 0 to 100%. 
JAS Type A Scale 
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The pretest means for the Type A scale for the social support, 
stress management, and cardiac rehabilitation groups were 66 . 00, 45.67, 
and S3.00, respectively. The posttest means were 61.40, S8.00 , and 
36.2S. There were no significant differences between groups after 
training, H5,2, 40.72, p > .OS. 
JAS Speed and Impatience Scale 
The pretest means for the JAS Speed and Impatience scale for 
the social support, stress management, and cardiac rehabilitation groups 
were 66.00, 4S.67, and S3.00, respectively. The posttest means for the 
groups were 61 .40, S8.00, and 36.2S, respectively. The groups did not 
differ significantly on this scale after training, Hs,3, 43.77, p > . OS. 
JAS Job Involvement Scale 
The pretest means for the JAS Job Involvement scale for the 
social support, stress management, and cardiac rehabilitation groups 
were 23.7S, 63.00, and 34.60, respectively. The posttest means for the 
groups were 3S.OO, 6S.OO, and 36 .00, respectively. Again the Kruskal-
Wallis test indicated no significant differences between groups after 
training, H2,2, 31.18, p > .05. 
JAS Hard Driving and Competitive Scale 
The pretest means for the JAS Hard Driving scale for the 
social support, stress management, and cardiac rehabilitation groups 
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were 46.40, 61.67, and 62.00, respectively. The posttest means were 
49.00, 58.50, and 57.30. The Kruskal-Wallis test indicated no 
significant differences between groups after training, H5 2 44.15, , , 
p > • 05. 
Hassles and Uplifts Questionnaire 
The Hassles and Uplifts questionnaire is a 254 item self report 
questionnaire used to assess the number and severity of hassles or minor 
irritants which have occurred over the past month. In addition, the 
questionnaire assesses the number of sources of uplifts or positive 
happenings as well as their frequency. There are 118 questions 
concerning hassles, and the respondent may choose "1," "2," or "3" for 
somewhat severe, moderately severe, or extremely severe (see Appendices 
F and G for the questionnaires). For the number of hassles, the range 
of possible scores is from 0 - 118, and the range for the severity 
figure is 0 - 257. There are 136 questions concerning uplifts, and the 
respondent may choose "1," "2," or "311 for "somewhat often," "moderately 
often," and "extremely often." For number of uplifts, the range of 
possible scores is 0 - 136, and the range for the frequency figure is 
0 - 408. 
Number of Hassles 
The pretest means for the number of hassles for the social 
support, stress management, and cardiac rehabilitation groups were 
16.80, 37.67, and 27.40, respectively. At posttest, the means were 
32. 80, 61.33, and 34.25. The Kruskal-Wallis test indicated no 
significant different between groups after training, Hs,3, 40.73, 
p > • OS. 
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Severity of Hassles 
The pretest means for the severity of hassles scale for the 
social support, stress management, and cardiac rehabilitation groups 
were 23.20, 66.67, and 35.80, respectively. The posttest means were 
32.80, 61.33, and 34.25. There were no significant differences between 
groups after training, H5 ,3, 4o. 73, p > .05. 
Number of Uplifts 
The pretest means for the number of uplifts for the groups 
were 71.20, 63.33, and 95.80, respectively. Posttest means were 69.40, 
74.33, and 54.25, respectively. The Kruskal-Wallis test showed no 
significant differences between groups after training, H5 ,3, 43.35, 
p > . 05. 
Frequency of Uplifts 
The pretest means for the frequency of uplifts for the social 
support, stress management, and cardiac rehabilitation groups were 
147.60, 112.00, and 192.00, respectively. The posttest means for the 
groups were 145.00, 141.00, and 104 . 50 . The Kruskal-Wallis test showed 
no significant differences between groups after training, H5 ,3, 41.55, 
p > . 05. 
Structured Interview (SI) 
Table 4 lists the frequency of patients who are categorized as Type 
A and those classified as Type B. The~ test for independent samples 
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was calculated on the Type A/B classification date,~= 0.66, p > .05. 
No significant differences between the frequency of Type A and Type B 
was found between groups. In addition, the frequency of Type B 
individuals is found at a rate of 46%, almost half of the subject pool. 
28 
This frequency of Type B subjects is very high compared to other studies 
which typically note the incidence of Type B individuals to be 30-35% 
(Chesney, Black, Chadwick, & Rosenman; Krantz, Note 3). 
Discussion 
To recapitulate, this study addressed itself to two hypotheses: 
Hypothesis I: The stress management group would show significantly 
more improvement than the social support group and the cardiac 
rehabilitation groups on all of the physiological measures. 
Hypothesis II: The stress management group would show significant 
improvement over the other two groups on all of the psychological 
measures. 
Neither of the hypotheses was supported. There were no significant 
differences after training within the groups or between the groups. A 
comparison of the results found in this study with results from similar 
studies will be made in the following paragraphs. In addition, some 
reasons for the lack of significant r esults will be discussed with 
respect to three main effects: subjects, treatment, and experimenter 
factors. 
Physiological Results 
According to Herd (1978), the contributions of psychological and 
emotional factors to coronary disease are probably mediated by the 
sympathetic-adrenomedullary (SAM) system. Increased SAM activity 
includes increased blood pressure and heart rate as well as elevated 
circulating levels of epinephrine, norepinephrine and plasma 
concentrations of free fatty acids - all have the potential to 
29 
predispose one to cardiovascular diseases and their clinical 
complications. Thus, is the reasoning for the physiological measures 
chosen for this study. Systolic and diastolic blood pressure, heart 
rate, cholesterol level, triglyceride level, HDL, and the cholesterol/ 
HDL ratio all showed no significant changes at the end of the three 
months training program. This is not consistent with most of the 
studies reviewed in the introduction (Roskies et al., 1978; Friedman et 
al., 1982). The lack of statistically significant results are probably 
attributable in part to a small N in each group as well as large within 
group variability. 
Psychological Results 
A comparison of some of the psychological results of this study to 
other studies is more difficult since very few if any have used the same 
measures with the population of coronary artery bypass graft patients. 
The only measure which has been widely used with coronary prone and 
coronary artery diseased patients is the Jenkins Activity Survey. 
Patients in this study rated considerably lower on all four of the 
subscales than in other studies (Rosenman, Brand, Jenkins, Friedman, 
Strauss, & Wurm, 1975). Patients in this study did not appear depressed 
or highly anxious since their scores on the Beck Depression Inventory 
and the Spielberger State/Trait Anxiety Index were well within normal 
ranges. It may be that since these patients underwent surgery and may 
have felt that their condition was "fixed," they were less worried and 
depressed about their overall condition than patients with coronary 
artery disease without surgery. The Hassles and Uplifts questionnaire 
has not been validated on this particular population of coronary 
patients. According to these results, the patients in the study did not 
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appear unduly stressed and moreover, did report relatively large numbers 
of uplifts in their lives. 
Of particular interest is the frequency of Type A and Type B 
individuals in this study. As noted earlier, most studies reported only 
30-35% Type B individuals which is much lower than the 46% reported 
here. The validity of the ratings can be questioned since there was 
only one rater of the Structured Interview - the experimenter herself. 
However, lower percentage of Type A patients in this study may be a 
reflection of the differences in ethnic background and small city versus 
large metropolitan upbringing of patients. The subjects in this study 
represented a wide variety of ethnic backgrounds most of whom had grown 
up in Stockton, California. Perhaps the environment of this particular 
community and its individual ethnic communities is less reinforcing of 
Type A behaviors than the large metropolitan (e.g. New York) areas in 
which other Type A studies have been done (Glass, Krakoff, Contrada, 
Hilton, Kehoe, Manucci, Collins, & Snow, in press). 
The lack of significant results of the study may be analyzed with 
respect to three main areas: subjects, treatment, and experimenter 
factors. 
Subjects 
Though the subjects were volunteers to the study, the majority had 
to be encouraged by the cardiac rehabilitation staff as well as the 
experimenter to participate in the stress management group and social 
support group. Their resistance to participate could have interfered 
with their learning and interest of the material presented in the 
groups . The original list of potential subjects contained forty names; 
fifteen of these actually served as subjects in the study. The patients 
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who did participate in the study appeared healthy, physically and 
psychologically, based on their initial testing. At the outset, all of 
the subjects showed blood pressure, heart rate, cholesterol, triglycerides, 
high density lipoproteins cholesterol/HDL responses and psychological 
responses well within the normal ranges. Thus it is unlikely that they 
would show any significant changes in these measures after treatment. 
Additionally, the tremendous variability within each group on most 
of the measures made it difficult to detect any effect of training. 
Also the small N in each group increased the likelihood that the groups 
would be unrepresentative of the population and thus the large 
variability seen is most likely a result of sampling error. 
One other aspect of the subjects in the study deserves attention: 
the attrition rate. Two fifths of the stress management group dropped 
out after two of the seven sessions. Both patients reported that they 
were having severe financial problems and needed to return to work, and 
thus, were unable to attend the daytime stress management sessions. 
Treatment 
Lack of significant results could also be attributed to the content 
and length of the treatment packages. With respect to the stress 
management program, there were seven sessions, each lasting 1 1/2 - 2 
hours. Patients were asked to practice a variety of techniques which 
they did not do on a regular basis. All of the patients failed to 
consistently record the psychophysiological diary; there were no 
contingencies established to ensure reliable record keeping or to ensure 
weekly attendance. 
With respect to the social support group, it is not surprising that 
there were no significant changes after the training. The social 
32 
support group was a discussion group, and as such, was not instructed on 
how to improve their social support network or quality of social 
support. They were not asked to carry out any projects or practice any 
new technique at home. They were simply asked to attend each session 
and participate in the discussion. Again, there was a problem with 
attendance, since there were no contigencies established. 
Even if changes could occur in the social support network and 
quality of social support, these changes would probably not show up 
immediately after training. They may, however, show up after several 
months or a year. In fact, with all of the treatment modalities 
(cardiac rehabilitation exercise, social support discussion group, and 
stress management) changes may not occur in either the physiological or 
psychological dependent measures until much later after training (e.g . 
months or a year). 
The lack of significance in the cardiac rehabilitation group 
compared to the other two groups is more puzzling. The cardiac 
rehabilitation exercise program is much longer than the other two 
programs (three months versus seven weeks) and demands more frequent 
attendance (three sessions/week versus one session/week). As noted 
earlier, the patients who participated in the study showed phsyiological 
and psychological measurements well within the normal range. By the 
time the five patients in cardiac rehabilitation began their exercise 
program, they already appeared to have normal ranges of heart rate, 
blood pressure, etc. Perhaps it would more useful to compare patients 
not only just prior to and after training, but also earlier while in the 
hospital and at discharge from the hospital. 
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Experimenter Factors 
Lack of significant results in this study could also be attributed 
to experimenter effects . The experimenter, who was a 26 year old female 
graduate student working on her master's degree in behavioral medicine, 
may not have been well matched with respect to age and sex. All of the 
participants in the study were male and over forty years of age. They 
may not have identified with the experimenter or seen her as a role 
model. Additionally, her status as graduate student rather than as a 
professional may have limited the authority or clout she had with the 
patients. 
Finally, the experimenter, in addition to not having the title of a 
professional nor a white coat (symbolic of professionals) also did not 
receive payment for her services. There is some evidence to suggest 
that those treatments for which the patients pay are more effective than 
the same treatments that are free. People may think that treatment 
programs which are free are less effective than those that cost (Maughan 
& Higbee, 1981; Wing, Epstein, Marcus, & Shapira, 1981). 
Conclusions 
Though the dependent measures showed no significant changes after 
training, the subjective report of the experimenter and the patients 
involved in the study were positive. Patients in all groups reported 
that they felt better as a result of the training and had learned more 
about themselves. The cooperation of the staff at the St. Joseph's 
Cardiac Rehabilitation Center and the San Joaquin Cardiac Clinic were 
excellent, and there were no complaints of the study interfering with 
their work. Thus, the design of the study was, in general, convenient 
for the staff. 
Recommendations for future research in this area include the 
following: 
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(1) Keep the same design of the study but use a larger N for each 
group (minimum of ten in each group). 
(2) Match the patients on physiological and psychological criteria 
based on pretests (e.g. their progression or severity of 
atherosclerosis, the level of stress in their lives as 
measured by the Hassles questionnaire). 
(3) Incorporate other dependent measures which have been used to 
assess the effectiveness of training such as vo2 for a fitness 
measure or degree of relief of symptoms such as chest pain. 
Monitor cardiovascular medications since they can have great 
impact on the patient's physical and emotional health. 
(4) Include those dependent measures used in this study but 
monitor them from the time they arrive in the hospital until 
the time they are discharged, then just prior to cardiac 
rehabilitation and other training and afterwards. 
(5) Include a substantial follow-up period after their training 
for a minimum of one year, preferably three to five years to 
note the significant measures of mortality and morbidity. 
(6) With respect to the stress management and discussion groups, 
contingency contracting could be done to ensure more 
consistent attendance. A monetary deposit, refundable at the 
end of the program, might be used. 
(7) Increase the length of training for the stress management and 
social support groups to a minimum of three months. Have 
sessions twice per week for more intensive training. 
(8) Have a control group of patients who have left the hospital 
but do not participate in a formal cardiac rehabilitation 
program. 
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Finally, this study should be viewed as exploratory in nature since 
the comparison of the three groups has never been done before. It is 
possible that with extended training time, a greater N for each group, 
and different dependent measures that the study would show more positive 
and statistically significant results. 
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TABLE 1. Dependent Measures 
Physiological Measures 
1. Blood Pressure 
in mm Hg 
2. Heart Rate in 
beats per minute 
3. Cholesterol in 
mg/dl 
4. Triglycerides in 
mg/dl 
5. High Density Lipo-
proteins in mg/dl 
6. Cholesterol/HDL 
ratio 
Psychological Measures 
* Range 
* 150/90 
* 90 
* 200 
* 200 
* 40 
* 4 
1. Structured Interview A1, A2 , X, 
B3, B4 
2. Beck Depression 
Inventory 
* 
Score ranges 
from 0 to 63; 
higher the score, 
the greater the 
depression. 
Comments 
Measured pre, during, 
and post training. 
Measured pre, during, 
and post training. 
Measured pre and 
post training . 
Measured pre and 
post training. 
Measured pre and 
post training. 
Measured pre and 
post training. 
A behavioral measure 
of Type A behavior . 
Given once prior to 
training. 
Measured pre and post 
training. 
A scale used to 
indicate depression. 
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These are cut off values which the cardia c rehabilition program at the 
Stockton, California, St. Joseph's Hospital aims for in their male 
coronary bypass surgery patients with mean age = 55. 
Psychological Measures 
3. Spielberger State/ 
Trait Anxiety 
Index 
4. Jenkins Activity 
Survey 
5. Hassles and Uplifts 
Questionnaire 
Range 
Two scales: 
trait and state 
anxiety scores. 
Range from 20 
(minimal anxiety) 
to 80 (extreme 
anxiety). 
Score ranges 
from 0 to 100 
percent for 
each scale. 
# Hassles: 0-118 
Comments 
Measured pre and 
post training. 
State scale indicates 
anxiety a person 
feels at the moment . 
Trait scale indicates 
anxiety in general. 
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Self report questionnaire 
yielding 4 separate 
scores: type a score, 
speed and impatience 
scale, job involvement 
scale, and hard driving 
and competitive scale. 
Measured pre and post 
training. 
Yields 4 scores: 
Sev. Hassles 0-257 Number of hassles 
II Uplifts : 0-136 
Freq. Uplifts: 
0-408 
(occurring over past 
month) severity of 
hassles, number of 
uplifts, and frequency 
of uplifts. 
TABLE 2 
PHYSIOLOGICAL GROUP I GROUP II GROUP III 
DEPENDENT (SOCIAL SUPPORT) (STRESS MANAGEMENT) (CARDIAC REHABILITATION ONLY) 
MEASURE 
N X s N X s N X s 
BLOOD PRE 5 123.93 10.78 3 125 . 00 19.34 5 128.60 9 . 29 
PRESSURE 77 . 93 7.06 82.60 14 . 96 79 . 40 2.88 
POST 5 119 . 00 9 . 70 3 108.00 10.39 5 127.00 22.73 
73 . 47 4.05 72 . 33 10.79 76.40 11.37 
HEART PRE 5 73.60 10 . 45 3 89 . 50 11.11 5 85.90 16 . 18 
POST 5 71.57 5.50 3 83.33 4 . 73 5 73.40 8 . 99 
CHOLES- PRE 3 186.66 32.62 3 217 . 80 42 . 04 5 200.80 32 . 40 
TEROL 
POST 2 195 . 00 24 . 00 3 209 . 66 32 . 86 5 194 . 2 45.93 
TRIGLYC PRE 3 135.33 1.15 3 258 . 80 123.03 5 155.00 45.78 
POST 2 112.00 53.74 3 192.67 70.49 5 122.80 31.45 
HDL PRE 5 41.00 10. 44 3 40 . 40 14.93 5 43.40 11.28 
POST 2 50.5 0 . 71 3 35 . 33 14.01 5 43.80 3. 56 
CHOLEST/ PRE 5 4.63 0 . 51 3 5.62 0 . 84 5 4 . 88 2.21 
HDL 
POST 2 3.90 .42 3 6 . 53 2.03 5 4 . 45 1.03 
Key: ~ = Number of subjects per group 
X = Mean of raw scores 
S = Standard deviation for group 
.j:--
w 
- ···-'-' 
TABLE 3 
SUBJECT RANKINGS OF Z SCORES IN KRUSKAL-WALLIS ONE WAY ANALYSIS OF VARIANCE 
JAS JAS 
SUBJECT SYS DIA CHOL TRIGLY HDL CHOL/ BDI STATE TRAIT TYPE JAS J AS HARD NUMBER SEV. NUMBER FREQUENT 
NUMBER BP BP HDL ANX . ANX. A SPEED JOB DRIVING HASSLES HASSLES UPLIFTS UPLIFTS 
~
1 5 3 5 9 6 7 2 5 2 9 8 6 9 1 10 12 5 
2 7 7 3 3 4 4 11 7 1 2 4 8 4 2 6 6 
3 6 3 8 11 7 5 6 11 11 1 1 
4 4 5 1 1 3 11 1 11 7 6 9 11 
5 9 9 6 5 9 4 7 6 7 7 7 
6 8 11 7 1 1 2 7 9 7 1 11 2 3 9 9 5 4 
7 1 4 9 6 8 10 6 4 8 7 7 4 2 5 2 3 
8 10 8 2 10 9 9 9 4 10 12 10 1 3 8 
9 3 2 1 8 10 6 8 2 12 4 6 5 2 12 12 4 10 
10 12 12 8 5 2 1 10 6 8 10 3 1 3 3 11 2 
11 11 10 10 4 7 8 5 
12 13 13 4 2 5 3 5 10 9 6 10 3 10 8 8 10 12 
13 2 1 6 7 3 5 4 3 5 3 2 1 5 5 4 8 9 
The Kruskal-Wal lis statisitc was cal culat ed using the following formula: H = __!L 
k R2 
- 3(N+1) (f rom Siegel , 1956, p . 
N+l ! =1 ni 
185). Where N = to t al number of subjects across groups; R = sum of t he ranks i n t ha group; n = number of subjects in that 
group . 
.::-
.::-
TABLE 4 
PSYCHOLOGICAL GROUP I GROUP II GROUP III 
DEPENDENT (SOC~ SUPPORT) (STRESS_MANAGEMENT) (CARDIAC RE~ILITATION ONLY) 
MEASURE N X s N X s N X s 
BECK PRE 5 8 . 00 6 . 56 3 11.60 5.60 5 4.20 3. 96 
DEPRESS. 
INVENT. POST 5 6.00 7.35 3 11.33 6 . 81 5 1.50 1.00 
STATE PRE 5 29 . 00 9.38 3 32.00 12.17 5 24 . 80 5.35 
ANXIETY 
SCALE POST 5 31.25 7.68 3 39.67 7.57 5 24 . 00 4.55 
TRAIT PRE 5 36.20 11.95 3 42.60 11.52 5 25.60 5 . 51 
ANXIETY 
SCALE POST 5 29 . 80 8.30 3 39.00 13.89 5 24.75 5.74 
JAS PRE 5 63. 20 27.95 2 63.33 27.54 5 46 . 40 43.36 
TYPE A 
POST 5 66.00 34 . 89 2 54.50 62 . 93 5 35.00 34.88 
JAS PRE 5 66.00 22.75 3 45.67 44.46 5 53 . 00 31.74 
SPEED 
POST 5 61.40 32.63 3 58 . 00 36.29 5 36.25 13 . 77 
JAS PRE 5 23.75 19.31 3 63.00 32.53 5 34.60 23.84 
JOB 
POST 5 35.00 15.00 3 65 . 00 35.36 5 36 . 00 29.55 
JAS PRE 5 46 . 40 35 . 77 3 61.67 36 . 86 5 62 . 00 32.52 
HARD 
DRIVING POST 5 49 . 00 28 . 85 3 58.50 53.03 5 57 . 30 36 . 83 
NUMBER PRE 5 16 . 80 13.26 3 37 . 67 21.83 5 27 . 40 33.04 
HASSLES 
POST 5 25.80 25.04 3 37.33 23 . 80 5 32 . 50 53 . 80 ~ Ln 
PSYCHOLOGICAL GROUP I 
DEPENDENT (SOC~ SUPPORT) 
MEASURE N X s 
SEVERITY PRE 5 23.20 17.92 
HASSLES 
POST 5 32.80 34 . 56 
NUMBER PRE 5 71 . 20 41.56 
UPLIFTS 
POST 5 69.40 38.90 
FREQUE.J.'IT PRE 5 147.60 84 . 04 
UPLIFTS 
POST 5 145 . 60 86.47 
TABLE 4 (continued) 
GROUP II 
(STRESS ~AGEMENT) 
N X s 
3 66 . 67 50 . 00 
3 61.33 38.11 
3 63.33 26.63 
3 74.33 32 . 13 
3 112.00 50 . 11 
3 141.00 48.51 
GROUP III 
(CARDIAC REHABILITATION ONLY) 
N X s 
5 35.80 44.36 
5 34.25 54.79 
5 95.80 30.97 
5 54.25 52 . 26 
5 192 . 20 81.75 
5 104 . 50 106.91 
.1::-
(j\ 
TABLE 5 
Group by Type A/B Classification 
Social 
Support 
Stress 
Management 
Cardiac 
Rehabilitation 
Type A 
2 
2 
3 
~2 (2) = 0.66, p > .05 
Type B 
3 
1 
2 
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APPENDICES 
A. Structured Interview Questions 
B. Beck Depression Inventory 
C. Spielberger State Anxiety Scale 
D. Spielberger Trait Anxiety Scale 
E. Jenkins Activity Survey 
F. Hassles Questionnaire 
G. Uplifts Questionnaire 
H. Stress Management Training Manual 
I. Informed Consent 
APPENDIX A 
STRUCTURED INTERVIEW PROTOCOL 
Introduction 
1. I would appreciate it if you would answer the following 
questions to the best of your ability. Your answers will be 
kept in the strictest confidence. Most of the questions are 
concerned with your superficial habits and none of them are 
intended to embarrass you. (Begin taping now.) 
2. Your code number is 
-------------------
3. May I ask your age? 
4. What type of work do you do? 
5. (If retired) Before you retired, what type of work did you do? 
6. How long have you been in this type of work? 
Segment A 
1. Are you SATISFIED with your JOB LEVEL? 
2. (If yes) Did you EVER think about getting to the NEXT LEVEL? 
3. (If no) Why not? 
4. (If no) Are you DOING anything about this? 
Segment B 
1. Does your job carry HEAVY responsibility? 
2. Is this r esponsibility REAL or IMAGINED? 
3. Is there any time when you feel particularly RUSHED or under 
PRESSURE? 
4. When you ARE under pressure, does it BOTHER you? 
Segment C 
1. Would you describe yourself as a HARD-DRIVING, AMBITIOUS type 
of person in accomplishing the things you want, OR would you 
describe yourself as a relatively RELAXED and EASY-GOING 
person? 
2. Are you married? 
3. (If married) Would your WIFE describe you as HARD-DRIVING and 
AMBITIOUS or as RELAXED and EASY-GOING? 
4. (If not married) Would your FRIENDS describe you as 
HARD-DRIVING and AMBITIOUS or as RELAXED and EASY-GOING? 
5. Has she (have they) asked you to SLOW DOWN (SPEED UP) in your 
work? 
6. Do you like to get things done as QUICKLY as possible? 
Segment D 
1. When you get ANGRY or UPSET, do people around you KNOW about 
it? 
2. How do you SHOW it? 
3. Do you ever POUND on your desk? SLAM a door? THROW things? 
Segment E 
1. Do you think you drive HARDER to accomplish things than MOST 
of your associates? 
2. (If not sure) Do you drive LESS HARD than your associates? 
Segment F 
1. Do you take work HOME with you? 
2. How often? 
3. Do you really DO it? 
Segment G 
1. Do you have children? 
2. (If not) Have you ever played with small children? 
3. When the children were around the ages of 6 and 8, did you 
EVER play COMPETITIVE games with them, like CARDS, CHECKERS, 
MONOPOLY? 
4. Did you ALWAYS allow them to WIN on PURPOSE? 
5. Why (or why not)? 
Segment H 
1. When you play games with people YOUR OWN age, do you play for 
the FUN of it, or are you REALLY in there to WIN? 
2. (If for fun) Winning is not IMPORTANT for you? 
Segment I 
1. Is there any COMPETITION in you JOB? 
2. 
3. 
4. 
Segment J 
1. 
2. 
3. 
4. 
Segment K 
(If yes) DO you ENJOY this? 
(If no) There is NO ASPECT of your job that is competitive? 
Do you EVER compete with YOURSELF? Do you ENJOY this? 
When you are in your AUTOMOBILE, and there is a car in your 
lane going FAR TOO SLOWLY for you, what do you DO about it? 
Say you can't pass. Do you MUTTER and COMPLAIN to yourself? 
Do you HONK your horn? FLASH your lights? 
Does anyone RIDING with you know that you are ANNOYED? 
1. Most people who work have to get up fairly early in the 
morning. In your particular case ••• what time do you •.• 
ordinarily ..• get up? 
Segment L 
1. If you make a DATE with someone for, oh, two o ' clock in the 
afternoon, would you BE THERE on TIME? 
2 . Always? Never? 
3. If YOU are kept waiting, do you RESENT it? 
4. Would you SAY anything about it? 
5. Why (or why not)? 
Segment M 
1. If you see someone doing a job rather SLOWLY and you KNOW that 
you could do it FASTER and BETTER yourself, does it make you 
RESTLESS to watch? 
2. Would you be tempted to step in and do it YOURSELF? 
3. Have you ever DONE that? 
4. What would you do if someone did that to YOU? (What if it was 
someone you did NOT RESPECT?) 
Segment N 
1. Do you OFTEN do two things at the SAME TIME--like READING 
while watching TV, SHAVING while taking a shower, WRITING or 
READING while talking on the telephone? 
2. How often, would you say, you do two things at once? 
3. What KINDS of things do you do at the same time? 
Segment 0 
1. Do you OFTEN find that while you are LISTENING to someone, you 
are also THINKING about something else? 
2. Never? Always? 
Segment P 
1. What IRRITATES you most about your WORK, or the PEOPLE with 
whom you work? 
2. Why is that so bad FOR YOU? 
3. Have you DONE anything about this? 
Segment 0 
1. Do you EAT rapidly? 
2. Do you WALK rapidly? 
3. After you've FINISHED eating, do you like to sit around the 
table and CHAT, or do you like to GET UP and GET GOING? 
Segment R 
1. When you go out in the evening to a RESTAURANT and find eight 
or ten people WAITING AHEAD OF YOU for a table, will you wait? 
2. Most of the time, HOW LONG will you wait? 
3. What will you DO while you are waiting? 
4. Are you IMPATIENT while you are waiting? 
5. What if you have a RESERVATION, and upon ARRIVING at the 
restaurant the hostess tells you that there will be a 
20-MINUTE wait? 
6. What if after WAITING 20 minutes the hostess says that it will 
be ANOTHER 20 minutes? 
Segment S 
1. Would you EVER ASK another person in a restaurant to STOP 
SMOKING? 
2. (If yes) What would you SAY? How would you DO it? 
3. (If no) What if your WIFE or a COMPANION was bothered by a man 
smoking a cigar? THEN, would you ask him to stop? 
4. (If still no) Why not? 
Segment T 
1. How do you feel about waiting in LINES--BANK lines, 
SUPERMARKET lines, POST OFFICE lines? 
2. How LONG would you wait? 
3. What will you DO while you are waiting? 
4. Are you FRUSTRATED while waiting? 
Segment U 
1. Do you ALWAYS feel anxious to GET GOING and FINISH whatever 
you have to do? 
2 . Always? Never? 
Conclusion 
1. Do you have the feeling that time is passing too RAPIDLY for 
you to accomplish ALL THE THINGS that you THINK you SHOULD get 
done in one day? 
2. Do you OFTEN feel a sense of TIME URGENCY or TIME PRESSURE? 
3. Do you HURRY in doing most things? 
4. This completes the formal interview for Subject number 
(Use appropriate closure and debriefing) 
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ll U I h"'vr nuc nutiL:c•l O&ny r..:.:cnt -.:hoan~~ m my anl~rc :r. l in~.\ . 
l I""" h:b IIUC{C~h:d 111 :rr.4:.\ thoua I u~.:J 111 he . 
J oaut mu~h lc:..:.. wh:rc~h.:..J m ~c.-. nuw. 
I hta\'C: luta iuacrc:..a m ».:A ~o.·umplctcty. 
APPENDIX C 
SELF-EVALUATION QUESTIONNAIRE 
Developed by C. D. Spielberger, R. L. Gorsuch and R. Lushene . 
STAI FORM X-1 
NAME------------------------------------- DATE ------------
DIRECTIONS: A number of statements which people have 
used to describe themselves are given below. Read each state-
ment and then blacken in the appropriate circle to the right of 
the statement to indicate how you feel right now, that is, at 
this moment. There are no right or wrong answers. Do not 
spend too much time on any one statement but give the answer 
which seems to describe your present feelings best. 
1. I feel calm ......................................................................................................... . 
. 
2. I feel secure ..................................................................................................... . 
3. I am tense ......................................................................................................... . 
4. I am regretful ................................................................................................... . 
5. I feel at ease ..................................................................................................... . 
6. I feel upset ...................................................................................................... .. 
7. I am presently worrying over possible misfortunes .................................... .. 
8. I feel rested ....................................................................................................... . 
9. I feel anxious .................................................................................................. .. 
10. I feel comfortable ............................................................................................. . 
11. I feel self-confident ........................................................................................ .. 
12. I feel nervous ................................................................................................... . 
13. I am jittery ...................................................................................................... .. 
14. I feel "high strung" ................................................................................... :: .... . 
15. I am relaxed ..................................................................................................... . 
16. I feel content ................................................................................................... . 
17. I am worried .................................................................................................... .. 
18. I feel over-excited and "rattled" ................................................................... . 
19. I feel joyful ...................................................................................................... .. 
20. I feel pleasant ................................................................................................... . 
..... 
2! 
0 
.... 
)> 
.... 
~ 
<D 
<D 
<D 
<D 
<D 
<D 
<D 
<D 
<D 
<D 
<D 
<D 
<D 
<D 
<D 
<D 
<D 
<D 
<D 
<D 
. 
. . 
. . 
• = . . 
. . 
CONSULTING PSYCHOLOGISTS PRESS 
577 College Avenue, Palo Alto, California 94306 
.. . '\ . 
• 
J: ; g 
! ! -< rr: ;c ~ ~ c: (") 
= = )> 
.... ! ! 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
® ® @ 
., 
APPENDIX D 
SELF-EVALUATION QUESTIONNAIRE 
STAI FORM X·2 
NAME----------------------------------------- DATE _____ _ 
DIRECTIONS: A number of statements which people have 
used to describe themselves are given below. Read each state-
ment and then blacken in the appropriate circle to the right of 
the statement to indicate how you generally feel. There are no 
right or wrong answers. Do not spend too much time on any 
one statement but give the answer which seems to describe 
how you generally feel 
21. I feel pleasant ................................. - .................................... : .......................... .. 
22. I tire quickly ..................................................................... :.:.~ ......................... . 
23. I feel like crying .............................................................................................. ~. 
24. I wish I could be as happy as others seem to be .......................................... .. 
25. I am losing out on things because I can't make up my mind soon enough .... 
26. I feel rested ...................................................................................................... .. 
27. I am "calm, cool, and collected" .................................................................... .. 
28. I feel that difficulties are piling up so that I cannot overcome them .......... 
29. I worry too much over something that really doesn't matter .................... .. 
30. I am happy ...................................................................................................... .. 
31. I am inclined to take things hard ................................................................ .. 
32. I lack self-confidence ...................................................................................... .. 
33. I feel secure ...................................................................................... : .............. . 
<D 
(!) 
(!) 
(!) 
"<D 
<D 
(!) 
<D 
<D 
(!) 
<D 
<D 
(!) 
® 
® 
® 
® 
® 
® 
® 
® 
® 
® 
® 
® 
® 
34. I try to avoid facing a crisis or difficulty ...................................................... :.. <D ® ® @ 
36. I feel blue .......................................................................................................... <D ® ® @ 
36. I am content ............................................... ....................................................... <D ® ® @ 
37. Some unimportant thought runs through my mind and bothers me .......... <D ® ® @ 
38. I take disappointments so keel_l}y that I can't put them out of my mind .... <D ® ® @ 
39. I am a steady person ................................................. -..................................... <D ® ® @ 
40. I get in a state of tension or turmoil as I think over my recent concerns and 
interests 
Copyrifht © 1968 by Cluulee D. Spielberger. Reproduction of this teet or any portion 
U&ercof by any proceu without written permiuion of the Publisher ie prohibited . 
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Jenkins Activity Survey 
C. Davic1 Jtmk. ins , Ph.D. StROhen J . Zvtiln~lo, Ph.D. R;,y H. nmt•r~m ;m, MD. 
FORM C 
j"lllllllllllllllllllll f1J m 
Name (last name first) ~ 
MateO 
Female 0 
The Jenldru Actjvlfy Suroty a.sks questloru about 
aspects of behavior that have been found lu~lpfulln 
medical dia~nosls. Each penon Is different, so there 
are no "ri~tht" or "wronp;" an!\W'rs. 
For each qu~tlon, choose the answ-er that Is true for 
you, and fill In the space in front of that answ-er. Use a 
1. Do you evt-r have trouble flndlnK time to p;t-t 
your ha.ir cut or styled? 
•0 Never 
•0 Oc<:asionally 
cO Almost always 
2. How oftt"n rt~~ your job "stir you Into action"? 
•O Lc!\s often thun most people 's jobs 
• 0 About avera~te 
cQ More than mmt people's jobs 
3. Is your everyday life filled mostly by 
•O prohl<'ms nt•f'nin~t n ~olutlon? 
• 0 challen~tf'S needln~t to be met? 
c 0 a rathf'r pr<'dictablf' routine of events? 
oQ not enoup;h thlnp;s to keep me lnterestf!'d or 
busy? 
4. Some people live a calm, predictable life. Others 
often find themselves fncinp; une:~tpected 
changes, f requt>nt intermptions, incnnw.-niences, 
or "thln~~:s p;otn~~: wrong." llow often nre you 
faced wtth tht>se minor (or major) annoyances or 
frustrations? 
•O Several times a day 
• 0 Ahout once a day 
CQ A few times a Wt-t'\c 
DQ Onet! R wrek 
r 0 Once a month or less 
S. When you are under pre!SUre or stress, what do 
you u~ually do? · 
•O Do somethinJr: about it Immediately 
··ao Plan carefully before taking any actlnn 
tGI'\ THI "\'CHOlOOICAl COII'OIATION 
w A IUbeldlery ol HAIO:OU" 8r.c• JOveftOWIC .. , Inc. 
biRck lead pencil, and makf' your maries h~avy and 
dark. Mark only one Rnswt>r for t>ach question . If you 
chan~e your mind. erase the old mark completttly. 
Do not make any stray marks. 
6 . Ordinnrlly. how rapitllv do you f'at? 
•O I'm usually the fint one finished . 
•O I f!'at a little fa!itt>r than B'lf'rR~e. 
cQ I t'Bt nt ulmut the satnf' spt.>tod a.s most people. 
oQ I eat tnort' slowly than most people. 
7 . llu your spome or a frif'nd ever told you that 
you f'Bt ton fllSt? 
•O ''t"5, often 
• 0 Yes, once or twice 
c 0 No, n.-vt"r 
R. lluw oftf"n dn ~·n•1 find vnur~.-lf doln~ mort- tl. ·n 
ont' .thin~ at n timt", mc-h'n.\ workln!l; whtlt> t"atinst: 
rt"adin~ whill' drt"ssln~. or fi~urin~t out prohlem~ 
whilt- drl\'illl(? 
•O I do two thin~\ at onc-t' wht>nf'vt-r practical. 
eQ I do thi~ nnh· whf'n I'm shnrt of time. 
cQ I rnrt'l~· or nt""'t'r do mnn- than une thinp; at a 
time. 
9. Whe-n you li~ten to somf"nnt> talkln~. and thi~ 
penon takt>s too lonR to rome to the point, how 
oft~n do yo" feel like hurry;~ the per~on 
alnn~e? 
•O Frtoquently 
e 0 lkt'lllionally 
c 0 Almmt nt-Vf'r 
10. Huw oftf"n do you actulllly "put wonb In the 
per5on's mouth" in order to speed things up? 
•O Frequently 
• 0 OcrllSionnlly 
c 0 Almost nt>..,.t•r 
~"'' ~ 1979. 1969, 1966. 1965 by Tho ,.,ycholo11col Corporation. All rl1hl1 ,...,.,.ad. No pert of thle ~bllcellon may M 09t>roduc..S 0t traM• 
1911t1od In eny fotm or by ony meone, •••clronlc or me<:honle•l, lncludon1 photocopy, r-cordlnl. or any Information eto .... encl rotrlevel o,-.t•m. 
wlttlout permleolon In wr111n1 !rom the publlt"AI· Prlni..S In tho Unllod Sleloe of Amorlco. • · 1 14004 
11. If you tell your ~pou~~ or a frlmn that you will 
mt-t-t somewhf're at a UC"flnlte time, how often 
do you arrive late? 
•O ( mce In a whllt-
•0 Rar~ly 
cO I am never latt' . 
12. How oft~n do you find yourself hurryin~t to ~et 
places even when there Is plenty of time? 
•O Frequently 
• 0 Occulonally 
cO Almott never 
13. Suppose you are to mt>et some<ine at a public 
place (street comer. build in~ lobby, r?.~taurant) 
and the other pt-non is a.lready 10 minutes lllte. 
What will you do' 
• 0 Sit and walt 
• 0 Walk ahout while waitln~ 
c 0 Usually carry some readin~t mattt'r or wntln,; 
paper so I can get something done while 
waiting 
1-t. When you have to " walt In line" "t a re1taurant, a 
store, or the post offi~ . what do you do? 
•O Acct'pt It calmly 
a 0 Ft'el Impatient but not show it 
c 0 Feel so Impatient that someone watchlnJt can 
tell I am rest If' 'IS 
oO Rt-fu~ to watt In line, and find ways to avoln 
tuch delays 
1~. Wht"n you play ~Utnt', wtth vounR t'hildren Mhout 
10 yean old (or when vou did M~ In past yt-mn). 
how often do you purpotely It-t them win? 
• 0 Mo~t of t hf" time 
a 0 Half the- time 
c 0 Only occasionally 
oO Never 
16. When you ~rt' youngt-r. did most peopl~ 
con~ldt'r you to be 
•0 definitely hard-driving and competitive? 
• 0 probahly hard-drivinJ{ and compt'titive? 
c 0 pmhahly more relaxed ann easy~oin~t? 
DO deftnltt'ly tnurf' M"l&llt"cl and ea~ylloinJt? 
17. Nuwa.tlRy~. no you con~ldf"r ynun('lf to hf. 
•0 definitely hard -drlvin~ And comp('tltlvt'? 
a 0 prohably hard-drtvinJt and compt"titlve? 
c 0 probably more rt>laxed and easyJ[oing? 
oO dt'finitely more rela•ed and easYJtoing? 
l R. Would ynur •pou~e (or do•t'st friC"nn) rate you a1 
• 0 d<'linitt•ly hanJ-drtvh•Jt and cntnpt'tltiVf'? 
a 0 prohohly hord-drlvln!l and competitive? 
e 0 prohahly relued and ea.syaoin~t? 
D 0 definitely relued and easygoing? 
19. Would your !!pouse (or clusC"st frif"nd) rate your 
~enf'ral levrl of adlvlt y A~ 
•O too duw-should hf• mon• Rrti~? 
a 0 ohnut avt'ritjtf'- hu"y mueh nf thr tim~? 
e 0 tuo w.:tiw- dmuld slow duy,rn :' 
20. Would Pf'Oplr you !<now wdl a~ree that you take 
your work too ~enoush·? 
•0 0f"finitf"ly Yt'!l 
• 0 Prohmhly yt·~ 
e 0 Proh~&hly no 
DO Oefinitrly no 
21. Would Pf'Oplt- you know well a~N-e that you 
hav,. lt•u t'nt'rll;v thM mo~t pt>oplc-' 
A 0 Dt'fimtt•ly \o' t'~ 
• 0 Pmhuhlv yt-~ 
c 0 rmhahh· no 
D 0 L.>rfinit r I\' no 
22. Wnulti pt-oplt- you knnw ~11 a~ree that you tend 
to gt•t irritatrtl rasily:' 
•0 Dt•finitt•h- vt-!1 
• 0 l'mhahh- :•< ·• 
c 0 PruhMhly no 
oO l>dinth•h- no 
23. Wnulcl prnpl1• who know you Wf'll ~~~~~e that you 
t~nd to do mo!lt t hi nit~ in n hurTy? 
A 0 Dt-finit 1·h· "''~ 
"0 Pmhnhk vt·~ 
c 0 Prnhuhl ,. 110 
D 0 Ot-finltrh no 
2.C. Would p1·oplt• who know \~Oil w~tl a~f"f"e that you 
t'njny a "t·nntr~t " (t'omprtttlun) and try hard to 
wtn? 
•0 Drflnitrly v1·~ 
• 0 Prohnhlv yt-~ 
cO PnJhohlv no 
DO l>e•finitt•ly no 
2~. llnw WM your tr-mprr whton you wtore younl(t-r? 
.t.O fo'lrry und hard to t'tmtrol 
"0 Stmna but <·nntn•llnhlf" 
c 0 No pmhlt>m 
oO I almo!lt n('\'f"r IEOt anS£ry. 
26. llctW I~ yuur tt'mpt'r nttWIViRvt? 
A 0 Fit'ry Mnd hanl to • ·untml 
• 0 StrunJt but cnntrulluhle 
C 0 No pmhlrm 
o 0 I almost nf"\'t'f get anfltry. 
27. Wh~n you ~ In thf" midst of doin~ a joh and 
som~on~ (not your ~s\ lnt~rrupts you, how do 
you usually f~f"l Inside' 
•O I ft•f"l 0.1(. hf.cau~ I work hett~r after an 
occ•nlonal hn-ak . 
•O I f~el only mildly annovf"d. 
cO I n-ally fe~l Irritated hecause most such inter· 
ruptlons ar~ unn~cessary. 
28. How often ~ the~ d~adlin~s on your job? 
• 0 Dally or mo~ often 
•O Weekly 
c 0 Monthly or less often 
DO N~ver 
29. Th~5e d~adlin~s u5uallv carTV 
•O minor pressure becau~e of th~ir routine nature. 
• 0 t.·otuiderahle pre~~uno. s ine~ dt-lay would up!rt 
my entire work ~roup. 
c 0 Deadlines never occur on my job. 
30. Do you t-ver s~t dt-adlin~s or quotas for yourself 
at work or Rt home? 
•ONo 
• 0 Yt'!s, but only occasionally 
c 0 Yes, once a week or more 
31. Whf"n you hav~ to work a~ain"t n dearlltnf", what 
I~ thf' quality of your work? 
•0 Better 
•O Wors~ 
c 0 The same (Pno,sure makes no different-e .) 
32. At work, do you t-ver kf"t>p two johs movlntt 
forward at the !lame time hy shiftln~~: h11t.·k and 
forth rapidly fmm one to th.- other? 
•0 No. n«-v«-r 
• 0 Yes, hut only In eme,..,;encles 
c 0 Yf"~. ~~~:ularly 
33. Are you content to rPmaln at your prPtf'nt jnh 
le~l for t ht~ nest fl vo yc•Rr~? 
•O Ye, 
• 0 No , I want to advance. 
c 0 Definitely no ; I ~tri'Vf' to advance and would he 
dissatisfied If not promoted in that length of 
time. 
3 ... . If you had your t'hoicf', which would yuu r11ther 
get? 
•O A "mallincreue in pay -'thout a promotion to 
a higher level jnh · 
• 0 A promotion to a hiRher level joh without an 
lncrea"e In pay 
35. In th«- JliL'it thrt'«" y«-Rn. hn~ you «-V«-r taken lru 
than your allottt'!d numher of vacation days? 
•o Ye" 
eO No 
c 0 My type• uf joh duf'" not provide regular 
vacation". 
36. In thr. la~t thrf"f' yf'RU, hnw has your personal 
yt-arly lnt.·omr chnnlf'd? 
A 0 It has rt>m:tinC'd the "amt> or ~tone down. 
• 0 It has ~one up ~lilhtly (a~ the n-sult of C05t-of-
livlng lnn«-n.,.-" or automatic ral5es ba.\f'd on 
yt-ars of ~rrvic«-) . 
cO It ha5 lnne up con"iderably. 
37. Hov.· oftt-n do y(m hrin~ ynnr work homf" with 
you at ni~h I. or ~tud\' matt>tials rt>lated to your 
joh? 
A 0 Hnr.-lv or n.-vf"r 
s () ( >n<·c• ~ Wt•c•k nr 1,.~, 
c 0 Mnrf" than nnrf" a wt•rk 
38. How oftt·n do ynu ~~~ to your place of work wht>n 
) 'UU nrP not r~prctt·d to lw thf"re (,uch as ni~o~:hh 
or wt-c•lu-ml~ l ~ 
"0 It b not pm~ihle- 011 my jnh. 
• 0 1\art•h- nr 111'\'f"r 
c 0 Oc<·ll~lonnll\' !It·,~ than nnt•f' a wt-f"k) 
o 0 Ont.•t- n wc•t•k nr mnn• 
39. Wht•n yuu find vnur\f•lf lt•ttinl tlrf'd on thf" joh. 
what <In vnu ll•mall\· dn? 
AQ Slnw tlnwn fm 11 whilt• 11ntil my "trt-nstth rntnf'' 
lmc·k 
I 0 Kt•f'J1 pmhin~ my"·ll· ut thr "amt> pace In spitt-
nf thf' tin•dtw~~ 
40 Whc•n ynu un• in " lo(rnllp . how oftt>n do the other 
pt•nJ>Ir lnnk tn you fur leadc•rship' 
• 0 1\urt-ly 
• 0 Ahout •~ oftc•n a~ t ht•\' lnnlc to ot hen 
CQ Mort!' oftt-n thMn thrv lnnk to othen 
41. How oftt·n do you mRkf" ynn"f"lf written list~ to 
hrlp ynu tt'nlt'mlwr what ru•t•ds to ~ dont' ·~ 
•O N~''f"r 
• 0 OC'cn"tnnatly 
c 0 Fnoquc-ntly 
For question~ 42-,.fi. romp:t~ ym.lr~f"lf with thf' 
averaJEtt work«-r In your prl'~f"nt c'IC'cupation, and mark 
thro mc~t Rt~curRtt • clt•~t·ription . 
42. In amount of e-ffnrt put fnrth. I ~tlvf" 
• 0 much more• t'ffnrt . 
•o a littlt' mon> f"ffurt . 
c 0 a litt If" lt·!l~ e-fl'nrt. 
DO much le"s «-fTort . 
43. ln sensro of respomiblllty. l am 
AO much more re~pon~iblro. 
• 0 a little more responsible. 
cO a little lf!ss respomihle. 
DO much less responsible. 
<&4. l find It necessary to hurry 
AO much more of the time. 
I 0 a little more of the time. 
cO a little less of the time. 
oO much less of the time. 
45. In bel~ precise (careful about detail) , I am 
AO much more precise. 
•O a little more precise. 
cO a little less precise. 
oO much less precise . 
<&6. 1 approach life In ~teneral 
AO much more seriously. 
• 0 a lltt le more aertously. 
cO a little less seriously. 
oO much less seriously. 
For questions -47-.C9, compare your present work 
with your work settln~t of five yean ~o. lf you have 
not heen working for five yroau, compare your 
prestmt job with your flnt job. 
47. I worked more hours per week 
AO at .my present job. 
•O five years ~o. 
c 0 Cannot decide 
48. I carried more respomlhlity 
AO at my pre~ent joh. 
I 0 five yeors o~o . 
c 0 Cannot drcide 
49. I wii.S comidert•d to I~ Rt a hl~her level (In 
presti~te or social position) 
AO at my present job. 
I 0 five yC"ars RJtO. 
c 0 Cannot decide 
50. How mAny different Job titles have you held In 
the last I 0 years? (Rro sure to count shifts In 
kinds of work. shifh to new employers, and shifts 
up and duwn within R firm.} 
A0 0-l 
•O 2 
c03 
oQ 4 
eO 5 or more 
51. How much schooling did you receive? 
AQ 0-4 year~ 
• 0 5-8 yt-ar~ 
c 0 Somt> hl~th st·hool 
o 0 Graduntt•d from hiJ~:h ~t·hool 
a: 0 Trade 5t'hnnl or lm~int·~~ <·ollt-~te 
" 0 Snmr <·ollf>~f' (includin~ junior colle~e) 
a 0 Graduated from a four·yf'IU rolleJ~:e 
H 0 Post-J~:roduate work at R colle~e or university 
52. When you wrrt- in st'hool, wrre you an ofArer nf 
any ~~;mup, ~ul'h 11~ n studrnt council. ~tlee club, 
.C-11 duh. sorority or fnth•mity, or captain of an 
athletic team? 
AQNo 
•O Yt~s. I held onr ~uch po~itlon. 
cQ Yes, 1 hf'ld two or more such positions. 
STOP. Do not m•k• •ny m•rka below thla line. 
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~PENDIX F 
THe HASSLED SCAL~ 
Directions: . Hassles are irritantG tbat can range from minor 
annoyances to fairly major presnures, problems, or difficulties. 
They can occur few or many timos. 
Listed in the center of the following pages are a number of 
ways in which a person can feel hassled. First, circlo the 
hassles that have happened to you in the past m~nth. Then look at 
the numbers on the right of the itema you circled. Indicate by 
circlin9 a 1, 2, or 3 how $EVER£ each of the circled hassles has 
been for you in the past month. If a hasale did not occur in the 
last month do NOT circle it. 
-.~------~---....... -~ ........................ ~ .......... _________ .. ___ ~ ............................ _ 
, SEVERITY 
1. Somewhat severe 
HASSLES 2. Moderate severe 
3. Ext~emely severe 
(1) Hiop1acin9 or looinq things •••.•••••• 1 2 3 
(2) ~rcub1aoomo noiqhbors ••••••••••••••• l 2 3 
(3) Social ob1igatinnB•••••••••••••••••• 1 2 3 
(4) Inconsiderate smo~ers ••••••••••••••• 1 .. 2 3 
(5) ~roub1ing thoughts about your future 1 2 3 
(6) Thoughts about death •••••••••••••••• 1 2 3 
(7) Health of a family member ••••••••••• 1 2 3 
(8) ~lot enough money fe:r clothing ••••••• 1 2 3 
(9) Not enough money for housing •••••••• 1 2 3 
I 
I 
~ .. 
SEVERITY 
1. Somewhat sevore 
HASSLES 2. Moderate severe 
3. Extremely severe 
(10) Concerns about owing money •••••••••• 1 2 3 
(11) Concerns about getting credit ••••••• ·1 2 3 
(12) Concerns about money for emergencies 1 2 3 
(13) Someone owes you money •••••••••••••• 1 2 3 
(14) Financial responsibility for someone 
who doesn't 1ive with you •••••• 1 2 3 
(15) Cutting down on electricity, 
. 
water, etc ••••••••••••••••••••••• 1 2 3 
(16) Smoking too much •••••••••••••••••••• 1 2 3 
(17) Use of alcohol •••••• ~.··•••••••••••• 1 2 3 
(18) Personal use of dr~ge ••••••••••••••• 1 2 3 
(19) Too many re;ponaibi1ities,,,,,,.,,,, 1 2 3 
(20) Decision; about having chi14ran ••••• 1 2 3 
( 21) Non!ami1y m;mbera living in your 
houaa •••••••••••••••••••••••••• 1 2 3 
(22) Care for pat •• ,,,,,,,,,,,,,,,,,,,,,, 1 2 3 
(23) Planninq moala,,,,,,,,,,,,,,,,,,,,,, 1 2 3 
(24) Conc~rned about tha m~aning of lifa. 1 2 3 
(25) Trouble relaKir.q,,,,,,,,,,,,,,,,,,,, 1 2 3 
(26) 'l':oubl~ ~~kinq deciaiong,,,,,,,,,,,, 1 2 3 
. (27) P~obloma gotting alonq with £allow 
workela •• ,,,,,,,,,,,,,,,,,,,,,, 1 2 3 
I 
HASSLES 
(28) Customers or clients give you a 
hard time ••••••• • •••••••••••••••• 
(29) Home maintenance (inside) ••••••••••• 
(30) Concerns about job security ••••••••• 
(31) Concerns about retirement ••••••••••• 
(32) Laidoff or out of work •••••••••••••• 
(33) Don't like current work duties •••••• 
(34) Don't like fellow workers ••••••••••• 
(35) Not enough money for basic 
necessities •••••••••••••••••••••• 
(36) Not enough money for food ••••••••••• 
(37) Too many interruptions •••••••••••••• 
(38) Unexpected company •••••••••••••••••• 
(39) Too nuch time on hands •••••••••••••• 
(40) Having to wait •••••••••••••••••••••• 
(41) Concerns about accidents •••••••••••• 
(42) Being lonely •••••••••••••••••••••••• 
(43) Not enough money for health care •••• 
(44) Fear of ~onfrontation ••••••••••••••• 
(45) Fi~ar.cial security •••••••••••••••••• 
(4G) Silly practic~l ~istakes •••••••••••• 
(47) Inability to express yourself ••••••• 
(48) Physical ill~ess •••••••••••••••••••• 
SEVERITY 
1. Somewhat severe 
2. rtoderate severe 
3. Extremely severe 
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HASSLES 
(49) Side effects of medication ••••••••••. 
(50) .Concerns about medical treat~ent •••• 
(51) Physical appearance ••••••••••••••••• 
(52) Fear of rejection ••••••••••••••••••• 
(53) Difficulties with getting pregnant •• 
(54) Sexual problems that result from 
physical problems ••••••••••• ~·· 
(55) Sexual problems other than those 
resulting from physical 
problems ••••••••••••••••••••••• 
(56) Concerns about health in general •••• 
(57) Not seeing enocgh people •••••••••••• 
(58) Friends or relatives too far away ••• 
(59) Preparing meals ••••••••••••••••••••• 
(60) Hasting time •••••••••••••••••••••••• 
(61) Auto maintenance •••••••••••••••••••• 
(62) Filling out forms ••••••••••••••••••• 
(63) Neighborhood deterioration •••••••••• 
(64) Financing children's education •••••• 
(65) Problems with employees ••••••••••••• 
(66) Problems on the job due to being 
a wornan or man ••••••••••••••••••• 
(67) Declining physical ~bilities •••••••• 
1. Somewhat severe 
2. Moderate severe 
3. Extremely severe 
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HASSLES 
(68) Being exploited ••••••••••••••••••••• 
(69) Concerns about bodily functions ••••• 
(70) Rising prices of common goods ••••••• 
(71) Not getting enough rest ••••••••••••• 
(72) Not getting enough sleep •••••••••••• 
(73) Problems with aging parents ••••••••• 
(74) Problems with your children ••••••••• 
(75) Problems with persons younger 
than yourself •••••••••••••••••••• 
(76) Problems with your lover •••••••••••• 
(77) Difficulties seeing or hearing •••••• 
(78) Overloaded with family 
responsibilities ••••••••••••••••• 
(79) Too many things to do ••••••••••••••• 
(80) Unchallenging work •••••••••••••••••• 
(81) Concerns about meeting high 
standards •••••••••••••••••••••••• 
(02) Financial dealings with friends or 
acquaintances •••••••••••••••••• 
(83) Jcb dissatisfactions •••••••••••••••• 
(34) u~rriec sb~ct d~c~sions to 
change jobs ••• ~•••••••••••••••••• 
SEVERITY 
1. Somewhat severe 
2. Moderate severe 
3. Extremely severe 
1 
l 
1 
l 
1 
1 
1 
l 
1 
l 
l 
l 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
I 
HASSLES 
(85) Trouble with readi~g, writing, or 
spelling abilities ••••••••••••• 
(86) Too many me~tin;s ••••••••••••••••••• 
.(87) Problems with divorce or separation. 
(.88) ·Trouble \d th arithmetic skills •••••• 
(89) Gossip ........... ... ................. . 
(90) Legal problems •••••••••••••••••••••• 
{91} Concerns about weight ••••••.•••••••• 
- ( S·2) ·Not ~no ugh time to de the thin9s 
you ne~d to ~o ... ~ · ................ . 
( 9'3) Te~~visiCJI'l • ..... . ................... ~. 
(94) Not enough pe[~on:: ~~ergy •••••••••• 
(95) Concer~s ab~ut inner ~~nflicts •••••• 
(96) Feel conflicted over what tc do ••••• 
(97) Regrets ov~r past decisions ••••••••• 
(98) Ile-'lstrual (pericc;) problems •••••••• ~ 
(99) The weather ••••••••••••••••••••••••• 
(100) Nightmares . ••••••••••••••••••••••••• 
·(101) Co~=~rna a~~ut getting ahead •••••••• 
( 102} Hit~'. ~ ~s fr . ':l,'!< t:.z-ss or supervisor ...... 
(10 ~) D,.· '. 1' .. -:( .,._,lt .~.~--=' ,.,.,· ~· ···. ~rl· ...... .:f" 
- - ·' - ~ - •:a:l.o"" • • • • • • • • • • • 
( 104) Not ~!" ·)u~h time fot: family •••••••••• 
(105) Tran~portati~n problems ••••••••••••• 
SEVERITY 
1. Somewhat severe 
2. Moderate severe 
3. Extremely severe 
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HASSLES 
(106) Not enouryh money for transportation. 
(107) Not enough ~oney for entertain~ent 
and recreation ••••••••••••••••• 
(108) Shopping •••••••••••••••••••••••••••• 
(109) Prejudice and discri~ination fro~-
.. 
others . ...... ~ .................. . 
(110) Property, investments or taxes ••••• ~ 
(111) ~ot enough time for entertainment 
and recreation ••••••••••••••••• 
(112) Yardwork or outside ·home maintenance 
(113) Concerns about news events •••••••••• 
(114) Iloise •........• •••.•••..•••.••....•. 
(115) Crime ••••••••••••••••••••••••••••••• 
(116) Traffic ..•.•.••••••••••••••••••.•••• 
(117) Pollution ••••••••••••••••••••••••••• 
SEVERITY 
1. Sonewhat severe 
2. I1odcrate severe 
3. E~trc~ely severe 
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HAVE ~JE ti!SSED :\NY OF YOUR HASSLES? IF SO, UP.ITE THEr-1 H J 
BEL0!-7: 
(118) 1 2 3 
Ottr: tmRE THING: Sl\S THERE BEEt-1 A CP.AUG~ IN YOUR LIFE TiiAT 
AFFECTED HOH YOU ANSUERED TRIS SCALE? IF SO, TELL US ~lHAT IT 
APPENDIX G 
THE UPLIFTS SCALE 
Directions: Uplifts are events that make y~u feel good. 
They can be sources of pe3ce, satisfaction, or joy. Some occur 
often, others are relatively rare. 
On the following pages, circle the events that have ~ade you 
feel good in the nast month. Then look at the numbers on the 
right of the · items you circled. In~icate by circling a 1, 2, or 3 
how OFTEN each of the circled u~lifts has occurred in the last 
- -
month~ If an uplift did not occur in the last month, do NOT 
circle it. 
------------------------------------------------------------------
UPLIFTS 
(1) Getting enough sleep •••••••••••••••• 
(2) Practicing your hobby ••••••••••••••• 
(3) Being lucky ••••••••••••••••••••••••• 
(4) Saving ~oney •••••••••••••••••••••••• 
(5) ~ature •••••••••••••••••••••••••••••• 
(6) Liking fellow workers ••••••••••••••• 
(7) Mot working (on vacation, 
laidoff, etc.)···~·············· 
(8) Cossiping: "sheeting the bull" •••••• 
(9) Sucessful financial dealings •••••••• 
(10) Being rested •••••••••••••••••••••••• 
HOU OFTEt-.1 
1. Somewhat often 
2. Moderately often 
3. Extremely often 
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UPLIFTS 
(li) Feeling healthy ••••••••••••••••••••• 
(12) Finding something presumed lost ••••• 
(13) ~ecovering from illness ••••••••••••• 
. (14) Staying or getting in good physical 
shape ••••••••••••••••••••••••••• 
(15) Being with children ••••••••••••••••• . 
(16) •Pulling something off"; getting 
away with something ••••••••••••• 
(17) Visiting, phoning, or writing 
someone •••••••••••••••••••••••••• 
(18) Relating well with your spouse 
or lover ••••••••••••••••••••••••• 
(19) Completing a task ••••••••••••••••••• 
(20) Giving a compliment ••••••••••••••••• 
(21) rteeting family responsibilities ••••• 
(22) Relating well with friends •••••••••• 
(23) Being efficient ••••••••••••••••••••• 
(24) !~eeting your responsibilities ••••••• 
(25) Quitting or cutting down on 
alcohol •••••••••••••••••••••••••• 
(26) Quitting or cutting down on 
smokin9·····~···~··•••••••••••••• 
HOW OFTEN 
1. Somewhat often 
2. Moderately often 
3 . Extremely often 
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1. 
HOH OFTEN 
Somewhat often 
UPLIFTS 2. noderatcly often 
3. Extremely often 
(27) Solving an ongoing practical 
problem •••••••••••••••••••••••••• 
(28) Daydreamin?••••••••••••••••••••••••• 
(29) Weight •••••••••••••••••••••••••••••• 
(30) Financially supporting someone who 
doesn't live with you ••••••••••• 
(31) Sex ••••••••••••••••••••••••••••••••• 
(32) Friendly neighbors •••••••••••••••••• 
(33) Hnving enough time to do what you 
want ••••••••• ••••••• • • • • • • · • • • • • • 
(34) Divorce or separation ••••••••••••••• 
(35) Eating out •••••••••••••••••••••••••• 
(36) Having enough (personal) energy ••••• 
(37) Re~olving inner conflicts •••••••••• • 
(38) Being with older people ••••••••••••• 
(39) Finding no prejudice or discrimination 
when you expect it ••••••••••••••• 
(40) Cooking •••••••• ~··•••••••••••••••••• 
(41) ca,italizing on an unexpected 
opportunity •••••••••••••••••••••• 
(42) Using drugs or alcohol •••••••••••••• 
(43) Life being meaninqful • • ••••••••••••• 
(44) Being well-prepared ••••••••••••••••• 
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· UPLIFTS 
(45) Eating •••••••••••••••••••••••••••••• 
(46) Relaxing •••••••••••••••••••••••••••• 
(47) Having the •right• amount of 
things to do ••••••••••••••••••••• 
(48) Being vis1ted, phoned, or sent a 
letter •••••••••• ~··•••••••••••••• 
(49) The weather ••••••••••••••••••••••••• 
(50) Thinking about the · future ••••••••••• 
(51) Spending time with family ••••••••••• 
(52) Home (inside) plea~ing to you ••••••• 
(53) Being with younger . people ••••••••••• 
(54) Buying thi~qs for the house ••••••••• 
(55) Reading •••••••••• ~ •••••••••••••••••• 
(56) Shopping •••••••••••••••••••••••••••• 
(57) Smoking••••••••••••••••••· · ~····•••• 
(58) Buying Clothes •••••••••••••••••••••• 
(59) Giving a present •••••••••••••••••••• 
(60) Getting a presen •••••••••••••••••••• 
(61) Becoming pregnant or contributing 
thereto • •••••••••••.•••••••••••• 
(62) Having enou~h money for health care. 
(63) Traveling or commutinq •••••••••••••• 
(64) Doing yardwork or outside housework. 
HOU OFTEN 
1. Somewhat often 
2. ~loderately often 
3. Extremely often 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
I 
UPLIFTS 
(65) Having enough money for 
transportation ••••• •• •••••••••••• 
(66} Health of a family member improving. 
(67} Resolving conflicts over what to ~o. 
(68) Thinking about health ••••••••••••••• 
(69) Being a ·~ood• . listener ••••••••••••• 
(70) Socializing (parties, being with 
friends, etc.) •••••••••••••••••• 
(71) Mak~ng a friend ••••••••••••••••••••• 
(72) Sharing something ••••••••••••••••••• 
(73) Having someone listen to you •••••••• 
(74) Your yard or outside of house is 
pleasing •••.••••••••••••••••••••• 
(75) Looking forward to retirement ••••••• 
(76) Having enough money for eutertainment 
and recreation •••••••••••••••••• 
(77) Entertainment (movies, concerts, 
T.V., etc) •••••••••••••••••••••• 
(78) Cood news on local or world level ••• 
(79) Getting good advice ••••••••••••••••• 
(80) Recreation (sports, games, hiking, 
etc.) •••••••...•••••••••••.•••••• 
(81) Pa7ing off debts •••••••••••••••••••• 
1. 
HOW OFTEU 
Somewhat often 
2. rtoderately often 
3. Extremely often 
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UPLIFTS 
(82) Using skills well at work ••••••••••• 
(83) Past decisions "panning out" •••••••• 
(84) Growing as a person ••••••••••••••••• 
(85) Being complimented ••••••••••••••• ~~. 
(86) Having good ideas at work ••••••••••• 
(87) Improving or gaining new skills ••••• 
. 
(88) Job satisfying despite discrimination 
due to your sex ••••••••••••••••• 
(89) Free time ••••••••••• , •••••••• i•••••• 
(90) Expressing yourself well ••••••••• · ••• 
(91) Laughing •••••••••••••••••••••••••••• 
(92) Vacationing without spouse or 
children ••••••••••••••••••••••••• 
(93) Liking work duties •••••••••••••••••• 
(94) Having good credit •••••••••••••••••• 
( 95) r1usic ••••••••••••••••••••••••••••••• 
(96) Getting unexpected money •••••••••••• 
(97) Changing jobs ••••••••••••••••••••••• 
(98) Dreaming •••••••••••••••••••••••••••• 
. (99) Having fun •••••••••••••••••••••••••• 
(100) Going someplace that's different •••• 
(101) Deciding to have children ••••••••••• . 
HOW OFTEU 
1. Somewhat often 
2. Moderately often 
3. Extremely often 
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UPLIFTS 
(102) Enjoying nonfamily members living 
in your house ••••••••••••••••••• 
(103) Pets •••••••••••••••••••••••••••••••• 
(104) Cars working/running well ••••••••••• 
(105) Neighborhood im9roving •••••••••••••• 
(106) Children's accomplishments •••••••••• 
(107) Things going well with ernployee(s) •• 
jl08) Pleasant smells •• • •••••••••••••••••• 
(109) Getting love ••••••• ; •••••••••••••••• 
(110) Successfully avoiding or dealing with 
bureaucfacy or institutions ••••• 
(111) Ilaking decisions •••••••••••••••••••• 
(112) Thinking about the past ••••••••••• ~. 
(113) Giving good advice •••••••••••••••••• 
(114) Praying ••••••••••••••••••••••••••••• 
(115) Meditating •••••••••••••••••••••••••• 
(116) Fresh air ••••••••••••••••••••••••••• 
(117) Confronting someone or something •••• 
( 118) Being .ar:r:epted •••••••••••••••••••••• 
(119) Giving love ••••••••••••••••••••••••• 
(120) Boss pleased with your work ••••••••• 
(121) Being alone ••••••••••••••••••••••••• 
(122) Feeling safe •••••••••••••••••••••••• 
.. 
HOW OFTEN 
1. Somewhat often 
2. noderately often 
3. Extremely often 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
l 
1 
1 
1 
1" 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
I .\ 
UPLIFTS 
(123) Working well with fellow workers •••• 
(124) Knowing your job is secure •••••••••• 
(125) Feeling safe in your neighborhood ••• 
(126) Doing volunteer work •••••••••••••••• 
(127) Contributring to charitY··········~· · 
(128) Learning something •••••••••••••••••• 
(129) Being "onea with the world •••••••••• 
(130) Fixing/repairing something (besides 
at your job) •••••••••••••••••••• 
( 131) ~'laking something (besides at your 
job) ..•.•.•.•••••.••••••...•••.•• 
(132) Exercising •••••••••••••••••••••••••• 
(133) Heet~ng a challenge ••••••••••••••••• 
(134) Bugging and/or kissing •••••••••••••• 
(135) Flirting ••••••••••••••. ••••••••••••• 
HAVE UE tliSSED ANY OF YOUR UPLIFTS? 
(136) 
HOU OFTEN 
1. Somewhat often 
2. Moderately often 
3. Extremely often 
1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 
l 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 . 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
IF SO, ~IRITE THEf1 BE LOU: 
1 2 3 
ONE UORE THIHG: · HAS THERE BEEN A CHJI.NGE IN YOUR LIFE THAT 
AFFECTEO qo~·1 YOU ANSUERED TIHS SCALE? IF SO, TELL US WHAT 
IT UAS: 
------------~~-------------------------------------------
APPENDIX H 
Stress Management Training 
The stress management group met once a week on Wednesday 
mornings from 10 a.m. til noon. The group met for 7 weeks. The 
protocol for each session is described below. Each session followed 
the same basic format which included an initial didactic introduction 
of the topic, group discussion and review of homework assignment, 
in vivo practice of the skills to be learned during that session, 
and summary and review. 
Treatment Session 1: (Individual introductions were made. Then 
the group leader presented the following information:) 
11 Tonight we are going to define stress and talk about the various 
sources of stress . First, what is stress? Hans Selye, a researcher 
in stress, has defined it as a nonspecific response of the body to 
any demand. Our bodies go through three stages of reaction to a 
demand: First is an alarm reaction during which the person realizes 
a physical threat. Second is the stage of resistance in which our 
bodies prepare for the demand in the most optimal manner. For example, 
our muscles become more tense, our hearts pump faster, and our palms 
perspire. If we continue this heightened sense of awareness and 
increased physiological activity, we weaken our bodies and may 
eventually come to the third stage: the exhaustion stage. Then we 
may become sick, or collapse or even die from the strain. 11 
11 Now thousands of years ago, when men and,' women lived in caves 
and had to constantly be on the lookout for the saber toothed tiger 
lest they die, it made some sense to have heightened awareness, 
tense muscles, and sweaty palms. But nowadays we don't have to 
worry about a tiger having us for dinner, and yet physiologically 
many of us react with the same intensity to much less threatening 
situations. In the long run, this contributes greatly to a variety 
of health problems, including coronary heart disease. 11 
11 So, in order to prevent the wear and tear on our systems, we 
first need to identify the sources of stress that are relevant to 
each of us. It is important to identify the kinds of stresses you 
experience in your everyday life, how these stresses affect you, 
how they depend on your physical and social environment and how they 
relate to your own thinking. After you've identified these stresses, 
you can better prepare yourselves for the stresses, and make a more 
realistic commitment to yourself to change. 11 
11 Let's find oL.tt how stressed we . are. All of you took a test 
before you came to the group. This one that you'll be taking tonight 
is much shorter, and will give you some idea of the level of stress 
you feel compared to others. I'll pass the questionnaire out now. 11 
(The group leader passes the questionnaires to group members ~ ) 
(After all members have filled out the questionnaire, the 
g r o u p 1 e a de r s a y s : ) 11 0 k a y , now add u p yo u r s C(0 r e s . He r e ' s t he 
---.:::: 
Simplified Self-Scoring Test for Gauging Stress and Tension Levels 
(Circle the appropriate number in each item) 
.. 
. ~ ·-
- - . ----· --- ~- -- -- ···- -· -·- ---·- ..... 
A few 
lilllL'S 
IIEHAVIOH ( )fr,·n 3 week Rarely 
··- -· 
. . ... .. 
-I. I feel tense, anxious, or ha \'l' 
nervous indigestion. 2 I 0 
----- -- ·--·- -- - ··- ·- ---
2. People at work/home make 
me fed tense. 2 I 0 I 
-
.. 
-
.. 
- ---i 
.l I eat/drink/ smoke in rl·sponse 
.l, 
to tension. 2 I 0 -~ 
----·- ·- ··- ----- ·· -· --· - . ··-·-· ----·--t--·-- · .. 
4. I have tension or migraine ' 
head:u:hes, or pain in the neck 1 ~ 
or shoulders, or insomnia. 2 
I 
I 0 
. . . ·--. .. 
. - . ·- ··· - - ·-··- - . -
----
5. I can't turn off my thoughts at 
night or on weekends long 
enough to feel relaxed and 
refreshed the next day. 2 I 0 
·- ---·--- -·------ ·- -- - .. ··· - -- ·-· ---- t-- ----·- --- -
-6. I find it difficult to . 
c.:oncentrate on what I'm J 
. 
doing because of worrying . 
about other things. 2 I 0 ; I 
------- ·-·----- ----- - ---- --·-
7. I take tranquilizers (or other : 
drugs) to relax. 2 I oJ 
- --------- ··--- · 
8. I have difficulty finding l 
enough time to relax. 2 I 0 ~ 
9. Once I find the time, it is hard Yes No~ 
for me to relax. I 0 ' 
-
10. My workday is made up of Yes ; No · 
many deadlines. I 0 ,, 
·, 
-Maximum total score =' 18. My total score ____ ___ 
scale for scoring (on the board): 0-2 is considerably below average, 
meaning you don't have much stress (at least compared to other 
people). 3-5 is still below average, and 6-9 represents an average 
level of stress. 10-13 represents an above average level of stress, 
and 14-18 is considerably above average. How did people score?" 
(At this point, group leader encourages members to share their ideas 
about the questionnaire . ) 
(After the group discussion, the group leader says:) "Now I'm 
going to give you another copy of this questionnaire, only this time 
I want you to+ake this home and have your spouse or someone who 
knows you well fill it out. In other words, we want to find out how 
~rate your stress level. Often times our ideas about ourselves 
are quite different from how others view us . We can learn from 
others just by asking them about their observations. Bring this in 
Wednesday · and we'll talk about it in the group . Any questions about 
the questionnaire?" (Group leader passes out questionnaire). 
"Okay, good. Let's review what we've talked about tonight . 
Would someone like to summarize our discussions?" {_After patients 
have contributed to the summary, group leader makes certain that all 
of the main points have been covered i.e. the definition of stress, 
the stages of stress, and · the purpose of the questionnaires taken by 
the patient and spouse.) 
11 We mentioned earlier that it was important to learn about the 
s o u r c e s o f s t r e s s, a n d we too k t he q u e s t i o n n a i r e to g i v e u s a g e n e r a 1 
idea of that. But we need to be much more specific, so I'm going 
to ask you to do something for yourselves and for the group over the 
next couple of days. I'm going to pass out a sheet which you'll use 
to keep a record of the best and worst situations of the day. One 
of the ways we can increase our awareness of the sources of stress 
is by keeping records. This first record is one in which you'll 
identify the worst situation of the day and rate how bad it was for 
you on a scale from 1 to 10; where 10 is awful and 1 is just slightly 
bad. It can be anything - it can involve other people or just 
yourself. These situations will probably be stressful for you. For 
example, if I were going to record the worst situation today, I'd 
write here in this column (pointing to recordkeeping sheet) 'poor 
service at the restaurant we went to for lunch' and I'd rate it a 
5 because it was moderately frustrating for me. Some people say 
11 Gee, nothing bad happened to me today.' In that case, think of the 
least~ thing that happened, even if it was something as mild as 
having a bad cup of coffee. 11 
11 SO let's think about the events of the day. What was the 
worst thing for you? 11 (Each member then describes briefly his/her 
worst situation for that day and how they'd rate it on a scale of 
1 to 1 0. ) 
"Okay, good. The other thing I'm going to ask you to keep 
track of is the best situation of the day. Under this column, write 
a brief description of the best thing that happened that day and 
then in this column, rate the situation on a scale from 1 to 10; 
where 10 is the best thing you can ever imagine happening and 1 is 
just noticeably good. For example, today the best situation that 
happened to me is getting this group started. Any questions? Please 
bring this record back to the ne xt session because we'll discu s s it 
in the group." 
"This is called the psychophysiological diary. There's a 
diagram of it here on the board. Letrs loo k at the first variable, 
quality of sleep last night . Each night, I want you to reflect back 
on the events of the day and what you felt like. For examp le, try 
to remember what your quality of sleepwas like last night overall, 
where 10 is excellent, superb sleep and 1 is terrible - either no 
sleep at all or very lettle.Hve.represents moderately good sleep. 
Just put a dot on the graph below the number that best indicates 
how well you slept last night, across from the appropriate date, 
like this." (Group leader demonstrates this on the board.) "Under 
each variable an explanation of the rating scale is given since it 
varies from variable to variable,P (The group leader continues to 
explain the other variables to be monitored and how to record the 
data) . 
"Okay, good. In the past, most people have found that they ca n 
keep up their record keeping best by leaving the notebook by their 
bedside and filling in the records just before going to sleep. Any 
questions?" 
Okay, let's review what we've discussed today. We ha ve fo cused 
primarily on record keeping - in other words, keeping trac k of 
variables on a daily basis. By doing this, we increase our awareness 
of various aspects of our lives, that affect how stressed we are and 
how we cope with stress. Record keeping not only increases our 
awareness, but actually helps us to change those habits we need to 
change. So this week you will start the psychophysiologi cal di ar y , 
and fill it out each night before going to bed. Doe s anyone have any 
questions or comments? Remember, changing these habits will ta ke 
some time, so be patient with yourselves." (After group member s 
make their commendts, group leader says goodbye and sessions ends.) 
PSYCHOPHYSIOLOGICAL DIARY 
AWAKENING DIARY Today's date : I I Day of the week: 
Waking time : 
--
AM/PM Time taken to really wake up: (minutes) Alarm time: AM/PM --
Bedtime was : AM/PM Time taken to fall asleep: (minutes) 
-- --
Pulse rate in 20 sec.: Awakening temperature: ._ (degrees) 
--
Amount of Dreaming 
Dream Experiences 
Sleep Qua 1 ity 
Sleeping Conditions 
Sleeping Pills 
Number of Awakenings 
Energy for Today 
Expectations for Today 
Comments: 
VH 
VG 
VG 
VG 
MUKt 
MANY 
VH 
VH 
BEDTIME DIARY - Diary time: 
HIGH 
GOOD 
GOOD 
GOOD 
3 
4-5 
HIGH 
HIGH 
MOO 
MOO 
MOO 
MOO 
2 
3-2 
MOO 
MOD 
AM/PM 
LOW 
FAIR 
FAIR 
FAIR 
1 
1 
LOW 
LOW 
VL 
BAD 
POOR 
POOR 
NONE 
NONE 
VL 
VL 
Bedtime was : 
Planned 
Other: --
Pulse rate in sec.: 
Work day Leisure day Vacation Away from Home At School Sick 
Air Travel On Diet_ --In Hospital __ Saw M.D. __ Late Party __ Late Date-
Ti redness now 
Tirednes s during day 
Work pressure today 
Physical activity today 
Mental activity today 
Influence of weather 
Personal happiness 
Punctuality 
Sociability 
Fun activities 
Feeling of being rushed 
Guilty feelings 
Anger expressed today 
Anger held in today 
Criticism of others 
Reminiscences today 
Sexual thoughts 
Inner calmness 
Orderliness 
Sense of accomplishment 
rJH HIGH MOD LOW VL 
I 
I 
i 
Accidentals 
Abd. fullness 
A 11 erg·i es 
Indigestion 
Cough 
Sneezing 
Thirst 
Urination 
Cramps 
Blemishes 
Gas 
Belching 
Smoki ng 
Alcohol 
Drugs 
Annoyances 
Appetite 
Snacks 
XC. MORE NORM LESS NONE 
---- --- - ----
Treatment Session 2: 11 Hello . How did the diary recording go 
this week? Let•s take a few minutes to review the psychophysiological 
diary. · First of all, did any one have any problems making sure they 
did the recording? 11 (If any group members say yes, then group leader 
will suggest some ways to increase the likelihood of filling out the 
diary, such as taping a memo to record to a familiar place, having 
spouse reinforce record keeping verbally, or with money or other 
incentives. The group leader will ask for suggestions from other 
group members as well.) 
11 0kay. Let•s briefly review the most relaxing and the most 
stressful situations you•ve had since our last meeting. Pick one 
from each category. Does anyone want to start? 11 (If not, group 
le der will start and will then ask the person next to her to describe 
his/her most rela xing and most stressful stiuations . After going 
around the room, the group leader will then say : ) 110kay great . It 
sounds like you all hvae a good understanding of how to record. 
we•re going to t~k now about a stress management technique you will 
learn tonight, and will be able to use when you go home. It•s called 
progressive muscle relaxation. One of the things that happens when-
people are stressed is that they have a lot of muscle tension - that 
is, their muscles are in a state of contraction, are tightened for 
too long, and this can produce a great deal of fatigue and soreness. 
The opposite of muscle tension is muscle rela xation and we can learn 
how to rela x our own muscles just by practicing this simple technique.~~ 
"I'm going to ask you to · lie down in a comfortable position on 
the floor after I roll out the mats. We are going to learn a 
progressive muscle relaxation exercise tonight. It consists of a 
series of exercises in which different muscle groups are alternately 
tensed and relaxed. Alternating between tension and relaxation ma kes 
you more aware of the differences between the sensations of tension 
and relaxation. Begin to notice any slight changes in how your body 
feels. You can loosen your belt and take your shoes off to feel 
more comfortable. Remember, learning to relax is like learning any 
skill - it takes time and practice. A lot of people do feel more 
relaxed after the first time they practice the exercise, but some 
don't. It takes time, so be patient. Okay, I'm going to go through 
the exercises now. Everyone get comfortable." 
(After the group completes the exercises, the group leader then 
says:) "Okay. How did that go for people? Let's take a few 
minutes to talk about what folks noticed, and how they felt while 
doing the exercises ... (Group members then discuss their experiences 
and ask questions.) 
"Good. Remember that learning to relax is similar to learning 
any other new skill - it takes practice. With practice you'll attain 
deep muscle relaxation -with feelings of warmth and heaviness 
throughout your body. Now I'm going to give out an audiocassette 
tape which has the same relaxation exercise on it as we did tonight. 
I want you to practice this tape twice daily for at least 15 minutes 
each time . Many people say they have a hard time fitting it into 
the;r schedule - so try to fit it around something you already do -
for example, just after waking up, during your coffee break, or in 
the evening prior to bedtime. You could also practice the rela xation 
exercise with your spouse, your children, f . ends - it's a nice 
thing to share with someone, but it may be easier when you first 
start out, to do it alone and in a quiet place. Okay, let's hand 
out the tapes now. Does anyone · have any other questions?'' 
Treatment Session 3: 11 Hello. Let's start out by discussing 
how the relaxation exercises went for you the past week. Did 
everyone get a chance to practice? 11 (Some group members will then 
talk about the difficulties in finding time to do rela xation 
exercises. Group leader will ask how other group members were able 
to accomplish practicing the relaxation exercises.) 
11 0kay. How did people's pre and post feelings of rela xation 
change when you did the relaxation exercises? What kinds of 
sensations did you notice? 11 (Each group member will be asked to 
share how they felt while doing the exercises.) 
11 0kay, great. Just keep practicing with the tape a few more 
times until you feel familiar with it. Then you can do it without 
the tape. 11 
11 Next, let's talk about the psychophysiological diary. I want 
you to pick out one variable which has changed for the better and 
discuss why you feel it has changed. 11 (This forces people to look 
at their diary and note changes on the graphs. Group members will 
then discuss selected variables and explain what they feel has 
contributed to those changes.) 
11 0kay, great. Today we're going to learn another stress 
management technique called mental rela xation. When you've learned 
to achieve a partial state of deep muscle rela xation, you are ready 
to begin the next phase in relaxation, which is clearing your mind 
of stressful thoughts and worries. This exercise is ordinarily done 
in conjunction with the muscle relaxation. First we'll do a few 
muscle relaxation exercises, then we'll start the mental rela xation 
drill. Okay, everyone on the mats ... (After people get settled, the 
g r o u p 1 e a d e r b e g i n s t h e d e e p m u s c 1 e r e 1 a x a t i o n e x e r c i s e (. F a r q u h a r) ? , (,. q ), 
11 Get in a comfortable position. Close your eyes now . (10 
second pause). Begin by physically tensing your right hand for an 
instant, now relax it and let it go. Tell your hand to feel warm 
and heavy. Now focus your attention on your left hand. Begin to 
tense it for an instant, now rela x it by letting go . Your hands 
will begin to feel warm and heavy . .. 
11 Now let thoughts fiow through your head. If thoughts recur, 
respond by saying 'no' under your breath (.10 second pause). Now 
imagine a calm blue sky, or sea, or any blue area without detail, 
keeping your eyes closed (.10 second pause). See the color blue 
(10 second pause). Become aware of your slow, natural breathing 
(.10 second pause). Follow each breath as you inhale and exhale 
(10 second pause). You may find it useful to repeat a word that is 
soothing such as 'love', or something less symbolic such as 'rela x ' 
or 'calm' (10 second pause). Keep the muscles of your face, eyes, 
and forehead loose. Continue to feel rela xed (10 second pause). 
Now I will begin to count backward from 5 to 1. 5 (5 second pause), 
4 (5 second pause), 3- open you r eyes, 2 (5 second pause), 1- now 
quietly s it up, still feeling rela xed and refreshed. Let's maintai n 
that sense of calmness and relaxation as we continue the evening. " 
(Group members then get up, put mats away, and are sea t ed.) 
"How was that? Anyone like to comment on the menta l rela xation 
exercise? Did anyone have any problems with that? How is the 
mental rela xation different from the muscle rela xa tio n? " (Gr oup 
will then respond to these questions.) 
"Okay, good . I'll pass out a copy of the mental rela xa tion 
exercises to practice at home. 
"Okay, good. I hope that you have some ideas about how t o 
change that particular problem area. We're going to learn another 
rela xation exercise, which you can use to attain a more rela xed 
state more quickly . For sometimes you don't have 30 minutes at a 
stretch to relax. It is call instant rela . tion, and can be done 
sitting or standing. Let's sit in our chairs in a comfortable 
position now. Loosen any tight fitting clothes. Okay now, close 
your eyes, draw in a deep breath and hold it for 5 seconds (5 second 
pause). Exhale slowly and tell all of your muscles to rela x ( pause ) . 
Once again, draw in a deep breath and hold it - hold it. And now 
let go slowly. Let all the air out (pause). Tell all your musc l es 
to rela x (10 second pause). Now imagine a pleasant thought such as 
being in a canoe and floating slowly on a lake. Imagine f eeling a 
soft breeze across your ·face and feeling the warm sunshine on your 
body . Nice and relaxed. Okay, continue to feel ca l m and relaxed. 
Open your eyes ... (.Group members then readjust their sitting 
positions and comment on the sensations they felt. ) 
11 0kay, let's continue to practice the muscle relaxation 
exercise this week and try the instant rela xa tion technique when 
you are in a stressful stiuation, such as driving in a lot of 
traffic, or having an argument with your sp q~ e or your children. 
Also continue to fill out the psychophysiological diary. Any 
questions? Goodbye." 
Treatment Session 4: "Hello . Let's talk about the rela xation 
exe rcises you did this week." (Group members will be encouraged to 
describe what happened when they tried it, and what they could have 
done to maximize the effectiveness of the technique . ) 
"Okay. Tonight we're going to continue talking about stress, 
but instead of talking about just the sources of stress, we're 
going to elaborate on the different components of the stressful 
reaction, that is, what happens to us physiologically, emotionally, 
and cognitively." 
"Physiologica l changes that take place when we're in a 
stressful situation include: in cre ased blood pressure, increased 
muscle tension especially in the face, neck, and shoulders, incr8ased 
perspiration particularly in the palms, incresed gastric activity 
and increased heart rate. Try to recall the last time you were in 
a stressful situation. What did you feel like phy sica lly?" (Group 
members are encouraged to identify physical changes that took place, 
and asked to pay closer attention to the physiological cues ne xt 
time they are in a s tre ssf ul situation.) 
"In addition to physiological changes, emotional changes take 
place too. In a stressful situation we have different feelings, for 
exam ple, we may feel anxious, frustrated, angry, impatient, scared, 
or depre sse d. These feelings are normal but if carried to extreme, 
they can interfere with day to day living . Can someo ne in the group 
identify a recent stressful situation and what emotion(s) you felt? 11 
(Allow time for one or two members to share their experiences, then 
move on to the next topic.) 
11 0kay, good. The last component of the stress reaction we'll 
talk about is the cognitive component. Cognitive means thinking, 
so we're talking about our thoughts - things we say to ourselves 
privately. The way we talk to ourselves has a tremendous effect 
on how we feel and what we do. For example, when we have to go and 
give a presentation, if we say to ourselves 'God, I don't feel 
prepared - I'm really going to louse this up', then we make ourselves 
even more nervous. However, we can calm ourselves down by saying 
something like, I've rehearsed this twice now. I feel ready and the 
people will be interested to hear it.' The last statement is a 
much more positive and adaptive one, and helps build confidence. 
I'm going to pass out a sheet that has a list of situations which 
are stressful for a lot of people ... (Group leader passes out sheet 
and asks one of the group members to be Mr. A and read Mr. A's lines 
and another group member reads Mr. B's lines~ 
11 0id any of you see yourselves as Mr. A in any of the situations? 
Can you begin to imagine yourself as Mr. B? If you can, then you're 
really beginning to incorporate some of the stress management 
techniques into your repertoire. An1comments or questions? Continue 
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C>lled <ollc>gu< to sa)· h< 
would b< 30 minutes bt<. Got 
rc>dy for wo rk 2nd >« br<>k· 
fa.sr u usual. 
Thought< 
This is no< a big problem. I on 
manag< to nuke up the 30 min· 
urn later on. 
R<sults 
left hom< in a r<l>x<.J nate. 
Aaion 
\l1 ant"J tor rutf1..: IJ.m tu end. 
Relaxed on.! listened to the 
rodoo whtl< waiting: l21cr Jrovc 
at h1s normal rare. 
Thoughts 
r m nor go•n& tu I('( thiS upset 
mt since there is nuthmg I ' an 
do about ot. 
R~sults 
Rcmatned ( l.lm .and rell.xC"J. 
Armed at wo rk fresh JnJ •len. 
3. 10:00 a.m. 
Angry assodate 
blew up over a 
suffing 
problem. 
4. 12:00 noon 
Behind schedule. 
S. II :00 p.m. 
Bedtime. 
" 
Stress and How to Cope With It • oS 
Actiorr 
Wos officially polite but non· 
vernal beha vior signaled im· 
parirnce and anger. 
Thoughts 
This goy is a prim• donna. 
can·r tolerate outbursts like 
these; I' ll never g<t my wo rk 
done. 
R.s11lts 
Associate stormed out unsatis-
fied. Mr. A was too aggravated 
to take car< o f important busi· 
ness on his agenda. 
Action 
Ate lunch in office while wo rk· 
ing. Co uld not find nc<ded 
materials in files. Mode tde· 
phone calls but parti<S wcr< 
out. 
Thoughts 
I'll never get out from under all 
this work. I'm going to plo w 
through this if I ha•·e to work 
through dinner. 
Results 
Made mistakes in work because 
of exasperation. 
Actio" 
Couldn' t get to sle<p. Had in· 
somnia fo r rwo hours. 
Thoughts 
Why don't I accomplish more? 
I am a d i .. ppointment to my· 
self and my family. 
Results 
A wok< exhausted and 
depressed 
Action 
Relaxed while listening ort<n· 
tivdy and mentally rehearsed 
how to handle this encounter. 
Remained calm in demeanor. 
Thoughts 
Beneath all his anger h< docs 
have a point. I can take car< of 
this probl<m now !><for< it gets 
more serious. 
Results 
An ociate•s temper was c,a.Jmed. 
He thanked Mr. 8 for hearing 
him out. Mr. 8 wos glad that he 
was abl< to toke .:or< of the 
pro blem. 
Action 
Wcnr fo r a 20-minute wolk in 
pa rk. At< lunch in pork. 
Thoughts 
A break in rourine refreshes me. 
I work b<tt<r when I allow my· 
sdf intervals to relax. 
R.sults 
Rcrumcd refreshed. Proce<ded 
with work r2pidly and with 
fresh insighr. 
Action 
Fdl asle<p rapidly. 
Thoughts 
This has be<n > good day. l"m 
glad I was able to head off sev· 
eral potential pro bl<ms. 
Rtsults 
Awo ke refreshed ond happy. 
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practicing some form of the relaxation exercise this week and 
recording in your diary. In the column that says ' most stressful 
situation' write down a statement you could have made to yourself 
that would have relaxed you and made you feel less irritable or 
anxious. Okay? Any questions?" 
"Okay, good. Today we're also going to learn another stress 
management technique called letting go. It's a kind of rela xa tion 
te c hnique . A few sessions ago, we did progressive muscle relaxation. 
In that rela xa tion exercise, we were taught to alternate between 
tensing and rela xing our muscles. The letting go technique is 
similar, but you no longer need to ten se your muscle s before 
relaxing them. You simply let go, At this point in stress 
management training you should be more aware of the minor tensions 
that arise. By recognizing tensions early on and using the letting 
go technique you will be successful at relaxing your entire body. 
Okay, let's lie down on the mats, I will describe the letting go 
process now." (Group leader then reads the letting go tran sc ript. 
By reading the transcript and not parti cipating in the group 
exercise, leader can watch the patients and note if anyone appears 
to have any problems , The letting go transcript is taken from 
Goldfried and Davison, 1976, p. 95-97). 
"You are lying comfortably with your eyes closed, all parts 
of your body supported s o that there is no need to tense any 
muscles. Just let go as best you can. 11 (3 second pause). 
11 Focus in on the feelings in your right hand and let go of 
whatever tensions might be there (3 second pause). Just relax 
(3 second pause). Relax all those muscles to the best of your 
ability (.3 second pause). Relax the muscles of the right forearm, 
just let go further and further (3 second pause). Just let go 
of those muscles more and more, deeper and deeper. Relax (3 
second pause). Now relax the muscles of the upper right arm, 
just relax those muscles as best you're able. Continuing to let 
go further and further your entire right arm, forearm, and hand 
right down to the fingertips, just relax and let go (3 second pause). 
Relax. While you continue to let go of your right arm and hand, 
turn your attention to your left hand, and relax your left hand to 
the best of your ability (3 second pause). Just let go further 
and further. Let go of the muscles in the left forearm, just relax. 
Further and further relaxed (3 second pause). Just feel the relax-
ation coming now into the upper left arm, those muscles also 
be9inning to relax further and further, more and more (3 second pause). 
Just relaxing further and further, more and more relaxed (3 second 
pause). Relax now both your left and right shoulders, and feel the 
soft heaviness, the calm relaxation coming moee and more into both 
your left and right arms, hands, fingertips (3 second pause). Just 
let go of those muscles further and further (3 second pause). Now 
we turn our attention to the muscles in the face. Smooth out your 
forehead 1 just relax those muscles (_3 second pause). As you think 
of relaxing those muscles~ you'll gradually become more and more 
able to feel the relaxation coming into them. Your eyes lightly 
and comfortably closed (_3 second pause}. Relaxation spreading 
warmly to your cheeks, these muscles looser and looser (_3 second 
pause), Your jaws loosely relaxed, more and more, further and 
further (_3 second pause). Feel the :relaxation moving calmly into 
your neck 1 and down into your chest, as you relax further and further 
(_3 second pause}, As you think of letting go, you somehow are 
able to let go further, more and more than before (_3 second pause). 
You're breathing slowly and regularly, letting g~ a little bit more 
each time you exhale (3 second pause}, Relaxation coming down into 
your stomach now, more a nd more relaxed 1 just letting go further 
and further (_3 seco nd pause}. Relax 1 just relax. Feel the relaxation 
in your hips and buttocks, as you are resting heavily and comfortable. 
F u r t h e r a n d f u r t he r r e 1 a x e d {_3 s e c o n d p a u s e ) • R e 1 a x a t i o n s p r e a d i n g 
out into your thighs, more and more relaxed (_3 second pause). 
Deeper and deeper. Just continuing to let go further and further, 
more and more (_3 second pause}. Relaxation spreading now to the 
calves of both your left and right legs 1 further and further relaxed 
(_3 second pause}. Relaxation down now into your feet, further and 
further relaxed, Just continuing to relax, further and further." 
(3 seco nd pause). 
"To help you relax even more, I am going to count s lowly from 1 
to 10. As I call out each number, see if you can relax a little bit 
more than before. Even when it seems impossible to relax any further, 
there is always that extra bit of calm and relaxation that you 
can enjoy, just by letting go further and further (3 second pause). 
1, relaxing more and more (3 second pause). 2, further and further 
relaxed (_3 second pause), 3, more and more, further and further 
(3 second pause). 4, more and more relaxed (3 second pause). 5, 
relaxing your whoe body, getting he avier and looser and mo re relaxed 
(3 second pause), 6, deeper and deeper, further and further relaxed 
(3 second pause), 7, your whole body further and further relaxed, 
heavier and looser, more and more calm (3 second pause). 9, further 
and further relaxed (3 ·second pause). and 10, just continue relaxing 
like that. continuing to relax further and further, 11 (3 second 
pause). 
" Now , a s yo u r e 1 ax 1 i k e that , I w a n t you to t h i n k of t h a t s c a 1 e 
that goes from zero to 100, where zero is complete relaxation and 100 
i s maximum tension. Remember your score and jot it down when you 
open your eyes.'' 
"In a few minutes I am going to become silent so that you can 
practice the following exercise. I want you to think clearly to 
yourself of the word "calm 11 every time you exhale. I would like 
you to let go a little bit more each time you exhale and at the same 
time to think to yourself the work 11 calm. 11 This will enable you to 
associate in your mind the word 11 calm" with the calm state you are 
now in. Each time you exhale I would like you to think silently to 
yourself the wo~ rd "calm." Go ahead and do that until I talk to you 
again." (3 minute pause) . 
" T h a t ' s f i n e . I \'I o u 1 d 1 i k e yo u to co n s i d e r w he r e yo u w o u 1 d 
place you r self on the zero to 100 scale, so that you can jot down 
that number on youre record sheet when you awaken." 
"Now I'm going to count from 5 to 1 and at the count of 1 
you will open your eyes and be alert and wide awake . 5 .. . 4 ... 3 ... 
2 .. . 1 ... - eyes wide open and wake." 
"Okay, how did that feel for people?" (Group leader encourages 
members to describe what they felt and if they had any difficulties 
rela xing or concentrating on the exercise.) 
"Okay, good. I want you to try this at home. I'm going to 
pass out the cassette tapes so that you can practice the letting 
go technique at home. Any questions? Good, see you next week." 
Treatment Session 5: "Hello. Let's take a few minutes to 
review how things have gone for you since last session . How did 
the letting go technique go for you this past week? " (Group 
members will discuss their experiences with the technique. Group 
leader and other members will suggest ways to improve the use of 
the letting go technique.) 
"Okay, good. Today we're going to talk about another way to 
help you handle stress more effectively. It is called behavioral 
' rehearsal and was developed by Dr. Donald Me\Chenbaum. First, you 
imagine the stressful situation and then physically practice a series 
of thoughts and actions in order to improve your ability to cope 
with the stress. Behavioral rehersal helps to sharpen your awareness 
of what precipitates stress and also trains you to use the most 
adaptive thinking strategies and actions for coping with stress. We 
can break down behavioral rehearsal in four steps: (a) becoming 
aware ofthe stressor, (b) preparing for the stressor, (c) handling 
the stressful situation, (d) following through after the stressful 
period. To illustrate these steps, I'm going to pass out a sheet 
that has an examplte of a behavioral rehearsal drill." (Group leader 
passes out sheet. 
"kt•s go over this example." (Group leader reads the behavioral 
rehearsal drill. With each question in the drill, group leader will 
ask members if they have other responses not listed on the sheet). 
Behavioral Rehearsal Drill 
Stress-inducing cxpericna 
/-:x,ml{l/c: I am preparing dinner. I worked all afrcrnoon , arrivt•d 
home )arc, and am now behind schedule. 
St•qumcc of Thought or Action 
I . Becoming aware of rhc srrcss producer-specific rhoughrs or 
acrions: 
Q. Whar rhoughrs or fcdings rell me rhar s.cress is ncar? 
A. Examph•: I feel nervous, hurried, and I ha vc a headache. 
(~. Whar rhoughrs do I have rhar arc making me more upser? 
A. Example: I can'r possibly manage rhis and have dinner hy 
six o'dock. I can't seem ro handle srress. I need some help. 
2. Preparing for rhe srress producer-specific rhoughrs or ac-
tions: 
Q. Wh;lt t·an I do to change the situafion? 
A. E-.:.lmJIIc•: I will practice an ahhreviatt·J Deep Musdc 
Rdaxation/ Mental Rdaxation l>rill hcfore I start prepar-
ing Jinner. I will rurn on soothing music at 5:30 and will 
make some low-calorie snacks. I will assign rasks to 
helpers ahead of time. I will tell everyone dinner will be ar 
6:30. 
3. Handling rhe stressful period-specific thoughts or actions: 
Q. Wh:u can I say ro mysdf or do rhat will keep me relaxed ? 
A. Example: I can anticipare, prepare for, and prevent'some 
of my daily stress. I can get others to help. I can use 
Instant Relaxation Drills if stress creeps in. I can imagine 
relaxing things (e.g., a waterfall) while I am doing routine 
rhings. 
4. Following through afrer the stressful period-specific 
thoughts or actions: 
Q. How can I learn from the experience and how can I 
maintain my progress? 
A. ~~t1,?P.(~.:,_ p~~m~;d th_at,;- l :~can_- P;r~~<7n" co,untecproductive 
stress reactions. I did a · good job. I am going to ask my 
spouse to congratulate me when this happens. I will 
reward myself by setting aside time for pleasure reading 
later this evening. 
·"-"'.";-= =-"-·· ·== -='7·------ ---= = = 
overcritical, overperfectionistic tendencies. In our culture, we are 
taught to be humble and self-effacing. Most people need guided prac-
tice in using the self-reward of positive self-statements as a substitute 
11 0kay, good. Now I • m going to give you another sheet labeled 
behavioral rehearsal drill. But for this one, l 1 d like you to pi ck 
one example of the stressful stiuation and fill it in on the sheet. 
Then under each question of each section, l 1 d like you to fill in 
~answers . For example, under •what feelings and thought tell 
me that stress is near?•, write dovm your own physical and/or 
psychological reactions. For me, it could be a faster heart rate, 
for someone else, butterflies in their stomach, etc . Fill out the 
sheet and rehearse the situation mentally several times before you 
actually are in that situation . Then once in that situation, try 
using some of the strategies you•ve actually written down. Remember 
to choose strategies you•ve had some success with. And when you 
manage stress effectively, reward yourself. 11 
11 Let•s talk a bit about the use of self-reward. Research 
strongly suggests that self-reward helps people change stubborn 
behavior patterns. When you use se lf-rewards remember to be as 
considerate of yourself as you are of others. Avoid perfecttonistic 
overcritical tendencies. Most people need help in learning self-
reward, for exa mple to substitute positive self-statements for self-
punishment.11 
11 Let•s look at your own behavioral rehearsal drill . How many 
self-rewarding statements do you have? Now make a list of your 
habitual negative self-statements about your worth or performance . ~~ 
(After a few minutes, group leader says:) 
11 0kay, now make a list of as many positive self-statements as 
you can, surrounding the same issue, and insert these into your 
behavioral rehearsal drill. For example, you may ask yourself, 
'What do I like about myself? What am I good at that can help me 
with this stressful situation?' We rarely think of ourselves in 
this regard, but we need to in order to recognize our strengths and 
give us more confidence to cope effectively with the situations. 11 
11 0kay, go ahead and write your list. 11 (If there is time, group 
members will be asked to share their lists. Patients are asked to 
use self-praise before, during or after a stressful experience. 
Afterwards, group will be dismissed). 11 0kay, continue the 
psychophysiological diary and try rehearsing m~ntally your behavioral 
rehearsal drill. 11 
Treatment Session 6 : 11 Hello. How is everyone? Let's start 
off by reviewing psychophysiological diary and the use of the 
behavioral rehearsal drill. (.Discussion of behavioral rehearsal 
drill also included emphasis on self reward.) 
11 Good. Today we're going to discuss a particul a r area of 
stress, and that i s interpersonal stress. Many of the stresses 
that we deal with involve other people - conflicts with them, 
arguments, evaluations by them, etc. We're going to discuss some 
of the more common daily stresses that are especially relevant to 
cardiac patients involving people at work, at home, with spouse s 
and children, parents, friends, and relatives. Then, once we 
identify some of these common s tre s sful situations, we'll talk 
about s ome skills you can us e to communicate more effectively with 
people, and thus manage your stress better." 
"First, let' s identify a few situations that many people have 
difficulty with. (Group brainstorms about situations relevant for 
them, and group leader writes them on board). 
"This gives you an idea of the ki nd s of situations we'll be 
discus s ing. Let's take the first situation and identify the spe c ific 
stressor . The husband, who has had a coronary bypa s s operation, ha s 
been home for about a week and i s continually reminded by hi s wife of 
taking his medication s . The hu s band (by the fourth time th a t day) 
becomes increasingly irritable . Okay. That's the scenario. I 
want to try something different with you tonight. I'd like fo r 
someone in the group to play the husband and I'll play the wife. 
Say what you think you'd say if you were really in that situation-
just say what comes naturally to you." (t.1ember volunteers to role 
play with group leader). 
"Okay, good. Any general comments about the way r~r. 
acted as the husband?" (Group members discuss their observations). 
"Let's talk now about some specific steps you can go through 
to improve the communication here and reduce the stress." 
Step 1: "Identify your feelings . Are you angry, nervous, 
frightened, depressed? You can identify the feeling (s) by paying 
attention to the kinds of thought you're having . For example, an 
angry thought might be something like 'Everybody else I know eats 
like I do. Why did this disease happen to me?' Depression might 
be manifested by thoughts like 'I'm never going to be the same 
anymore. I'm not going to be able to do the things I enjoyed before. 
I don't even want to do them.' You may feel an xious about going 
back to work and not sure if you even want to go back to work 
there." 
"One of the most important things to remember is that all of 
these emotions -anger, depression, anxiety - are normal to have, 
particularly under your circumstances. But to the extent that it 
interferes with your life -your daily activities, your home and 
work situations, then it is time to consider it a problem. However, 
once you•ve identified the feeling(s), then you•ve made a significant 
step toward helping yourself ... 
Step 2: 11 Express your feelings effectively. Fortunately, 
there are many ways to do this . Let•s talk about several ways to 
express your feelings. One way is to state how you feel directly 
to that person involved. For example, if your spouse is nagging 
you and you are very angry, you could say something like 11 I am upset 
with your nagging me about taking the medications. • That•s a direct 
approach. On the other hand, if you feel extremely angry or up se t, 
you may want to •take 5 1 and leave the situation so you can take a 
deep breath and calm down. Then later, you could state how you feel 
to that person ... 
11 0ther ways to express your feelings may include talking to 
friends. Sometimes it• s a good idea to express your feelings to 
another person who•s le ss involved emotionally, than your spouse, 
or the person with whom you•re having the conflict. Then you can 
go back to your spouse and state your feelings ... 
11 So, let•s review. In any stressful situation that involves 
other people, the communication can either impair or enhance the 
situation. But first it's important to identify the feelings you 
have before you express them . Pay attention to your thoughts, in 
particular, to help you identify those feelings . Then express your 
feelings - either to the person you're involved with or to other 
friends. Some of the work in the area of stress and health care 
problems suggests that people who 'clam up• and hold back their 
feelings or 'sit' on them have more stress related problems over 
the course of time - like headaches, ulcers, heart disease, So 
it's important to learn how to ventilate those feelings 
constructively ... 
11 0kay, tonight before you go, I want us to try role playing 
the same stressful situation we did earlier. We'll start out with 
the same problem, but I want the person who's role playing the 
husband to use some of the suggestions we'ver made jsut now in 
communicating with the spouse. Do I have any volunteers ? .. {Group 
members then participate in the role play and discuss how they felt 
using the new skills). 
11 For the ne xt session, I'd like you to identify at least two 
social situations that have been stressful so that we can r ole 
play those and give you suggestions about how to improve communication. 
Any questions? Okay, great. Good bye . 
Treatment Session 7: 11 Hello. How is everyone ? Let's take a 
look at the psychophysiological diary and focus on the two stressful 
social situations that you recorded. Let's go around the circle and 
discuss at least one social situation that was stressful for you 
this week. 11 (Group members then briefly talk about their situation, 
noting who was involved, when and where it took place, and what 
happened). 
11 0kay, now let's take one of these situations and role play 
it as it really happened . Then we'll role play it again, using 
the~ c:omm-uni ·c-at·i~on skin ~ls ·of identification of feelings - anger, fear, 
anxiety, depression, irritation for example - and expression of your 
feelings- either to your spouse or to other friends. Okay? Also, 
remember that you've the option to leave the situation and come 
back when you feel more ready to handle it. Taking a deep breath, 
and doing a relaxation exercise are also good ways of calming 
yourself in order to :communicate more effectively and not blow 
someone away with your anger and hostility. 11 (The remainder of the 
session is devoted to role playing as many of their situatio ns as 
possible and having them practice the communication skills. Prior 
to their attempt of usi ng the communication skills is the ro le play, 
group leader will play the role of the patient and u~e some of the 
communication skills in order to model effective and app r opriate 
communication). 
(Once patients role play ~ituations and try the skills, the 
group leader will stop the role play after approximately two minutes, 
giving them positive feedback for the communication skills they did 
use and making specific suggestions for areas in which they need 
improvement: e . g. eye contact, tone of voice, listening, etc. 
Group members will be asked to try out these communication skills 
again with at least two stressful social situations. They will be 
asked to record the social situation, the communication techniques 
they used, and how well they worked.) 
'Today we're also going to discuss type A behavior. Type A 
behavior is a label for a pattern of behaviors that many of us have. 
Type A people are frequently hard driving, ambitious, impatient, 
easily angered, feel a sense of time urgenc~ and eat and talk fast. 
Type A behavior is important because it is a major risk factor in 
coronary heart disease. Just as smoking, high blood pressure, 
poor diet, and lack of exercise are risk factors . So is type 
A behavior. Type A people are also often very involved with their 
jobs. The extreme involvement in the job makes it difficult to 
relax and enjoy other things. Type B people, on the other hand, 
are much more relaxed, easy going, and don't feel the sense of time 
urgency the type A people do." 
'There is some research to indicate that type A behavior can 
can be modified so that the risk of coronary heart disease is reduced. 
So today I want to discuss how type A behavior can be changed. 11 
11I t • s v e r y i m p o r t a n t to no t e t h a t t y p e A be h a v i o r i s r e i n f o r c e d 
a great deal in our society. With respect to jobs, for example, 
people are often hired and promoted based on their competitiveness 
and hard driving qualities. So if your boss sees you working l ate, 
being responsible for several tasks or projects, etc., he or she 
will probably commend you in some way. The problem is that type 
A behavior does not really get you ahead in the long run because the 
11 rushing around .. and doing so many things at once often makes one 
much less efficient and prone to errors. So even though there are 
immediate reinforcers like commendations from the boss, the long 
term consequences of type A behavior often make one less effective. 
Not to mention that behaving in a type A manner also signi]icantly 
increases your chances of coronary heart disease, or a recurrent 
heart attack if you•ve already had one. 11 
Group members then discuss the particular type A behaviors they 
engage in most frequently. 
11 0kay. Next I •m going to pass out a · sheet that has some very 
specific, concrete suggestions on how to modify type A behavior. 11 
(Group leader reviews each suggestion 
and asks for other suggestions from group member). Session ends. 
From Tim Miller, Ph.D. lecture on Type A behavior at St . Joseph 1 S 
Hospital, June 1982 
WHAT TO DO (Not necessarily in order of importance) 
1. psychotherapy {in order to learn more about yourself and get 
an objective opinion about the changes you are making) 
2. Constant feedback from others 
3. Monitor yourself constantly (e . g . using records like the 
psychophysiological diary). 
5. Accept mediocrity in the majority of your ac hievements. 
6. Play with dogs and children 
7. Spend time with nature 
8. Share affection with family 
9. Fewer acquaintances and more friends 
10. Tender playful se x (with wife) 
11. Read the sermon on the mount lfor inspiration and to put 
things in perspective, avoid 11 catastrophizing) 
12. Practice the relaxation exercises you learned in group, the 
progressive mental relaxation, mental and instant relaxation. 
APPENDIX I 
Consent Form For Participation in the Cardiac Rehabilitation and Stress Management 
Program Study 
Your physician has recommended that you participate in cardiac rehabilitation. 
ln order to enhance a patient's recovery from coronary bypass surgery, St. Joseph's 
Hospital in conj unction with University of the Pacific is assessing the cardiac 
rehabilitation outpaitent program. Your program will involve assessing heart rate, 
blood pressure , and any blood tests drawn. Your participation will include three 
interviews, one prior to the begiJuU.ng of cardiac rehabilitation, one at the end of 
cardiac rehabilitation, and an interview one month after completion of the program. 
During your interview you will be asked to fill out four questionnaires. All 
information will be kept confidential. 
Additionally, some people will be asked to participate in a stress management 
training program conducted two evenings/week for a· weeks. Materials will be supplied, 
there will be no charge for the training. Some will be asY.ed to participate in 
the stress management program in March and others in May. 
I have read the above summary and heard the explanation of this study . I 
understand all procedures involved in the assessment and they have been expl ained 
to my satisfaction. I also understand that I may withdraw from the program at 
any time. I agree to participate in the study and give my peJ:mission to have my 
records included anonymously in the published report. I .also give my permission 
to obtain information from my hospital chart regarding my physical condition. 
Patient's Signature Date Time 
Witness' Signature Date Time 
DO NOT WlUTE BELOW THIS SPACE 
Physician's Signature Date Time 
